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1872     Critchett,  Sir  G.  Axdersox",   21,  Harley  Street,  W. 
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Elected 
1877    Crocker,    Henkt   Radcliffe,    M.T).,    121,   Hai-ley   Street,   W.     (C. 

188 1-5.)     Tra)is.  16. 
1896     Ceooke-Lawless,  AV.  K.,  Surg.-Maj.  A. M.S.,  M.D.,  Guards'  Club,  S.W. 

1905  Cunning,  Joseph,  M.B.,  B.S.,  3,  Upper "Wim pole  Street,  W.    TraM*.  1. 

1893  Curtis,  Henrt  Jones,  M.I).,  B.S.,  58,  Harley  Street,  W.     C.C.  1. 

1902  CUTHBEET,  Charles  Fiemin,  2,  Barton  Street,  Gloucester. 

1872     Dalbt,  Sir  William  Bartlett,  M.B.,  18,Savile  Row,  W.     (C.  1879- 
81.)     Trans.  4. 

1896  Dalton,  Noeman,  M.D.,  4,  Mansfield  Street,  Portland  Place,  W.     (C. 

1904-7.)     Trans.  4,  C.C.  7. 

1898  Daeley-Hartley,  William,  M.D.,  Seapoints,  Cape  Town,  S.  Africa. 
1879     Davy,  Henry,  M.D.,  20,  Soutlieruliay,  Exeter. 

1889     Dean,  Henry  Percy,  M.B.,  69,  Harley  Street,  W. 

1897  Deane,  John  Heney,  50,  Walhvood  Road,  Leytonstone,  Essex. 

1899  De  Chazal,  Edmond  Lucien,  M.D.,  Port  Louis,  Mauritius. 

1903  Delbeuck,  Raoul  Eenest,  M.B.,  13,  Buckingham  Gate,  S.W. 
1879  Dennis,  Feederic  S.,  M.D.,  542,  Madison  Avenue,  New  York.  U.S.A. 
1875  Dent,  Clinton  T.,   61,  Brook  Street,  W.    (C.  1884-6,  V.P.  1905-7.) 

Trans.  5.  C.C.  1. 
O.M.     DiCEiNSON,   AViLLiAM    HowsHiP,    M.D.,  10,  Stanhope   Place,  Marhle 
Arch,  W.     (C.  1874-5,  V.P.  1888-9.)     Trans.  2. 

1894  Dickson,  Thomas  Hugh,  M.B.,  B.C.,  H.M.  Customs,   Lower  Thames 

Street,  E.C. 
1S71     Diver,  P^benezer,  ;M.D.,  95,  London  Koad,  Portsmouth.    (C.  1S90-2. 
Trans.  2. 

1901  Douglas,  John  J.,  M.D.,  42,  Central  Hill,  Norwood,  S.E.     C.C.  1. 

1868  Dbage,  Charles,  M.D.,  Hatfield,  Herts. 

1896     Deew,  Douglas,  M.D.,  B.S.,  1,  Harley  Street,  Cavendish  Square,  W. 
Trajis.  1.     C.C.  4. 

1906  Drtsdale,  J.  H.,  M.D.,  11,  Devonshire  Place,  W. 

O.M.     Duckwoeth,    Sir    Dyce,    M.D.,   LL.D.,  28,    Grosveuor    Place,    S.W. 
(C.  1875-7,  V.P.  1887-8,  P.  1891-2.)     Tratis.  24.  C.C.  8. 

1902  Dudgeon,  Leonard  S., 6,  Powis  Gardens, Bays\vater,W.  Trans.l,  C.C. 2. 
1884     Duke,  Edgar,  11,  Wilbury  Itoad,  Hove. 

1869  Duke,  Olliter  Thomas,  M.B.,  Surgeon,  Bengal  Army,  India. 

1899     Duncan,   Andrew,  M.D.,  24,  Chester  Street,   Grosvenor   Place,  S.W. 

Trans.  1. 
1889     Duncan,  John,M.D.,  St.  Petersburg. 
1889     Dunn,  Louis  Albert,  M.S.,  51,  Devonshiie  Street,  Portland  Place,  W. 

(C.  1899-1902.)      Trans.  2,  C.C.  2. 
1884     Edmunds,  Walter,  M.  C,  2,  Devonshire  Place,  Portland  Place.  W.    (C. 

1902-5.)     Trans.  2. 
1899     EiD,  Alfred,  M.D.,  Cairo,  Egypt. 
1902     Elliot,  Andrew,  JLD.,  110,  Gloucester  Place,  Portuian  Stjuare,  W. 
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Klected 
18S2     EiiOND,  Emile,  y\.V).,  113,  Boulevard  Beiiiuiiarcliais,  Paris. 
1902     ElxGLiSH,  Thomas  Crisp,  B.S.,  31,  Grosvenor  Street,  W.     C.C.  1. 
1893     Evans,  Willmott  H.,  JI.D.,  B.S.,  2,  Upper  Winipole  Street,  Cavendish 

S(iuare,  W.     C.C.I. 
1SS8     EVE,    Fbederic   S.,   61,    Harley    Street,    Cavendish   Square,  W.       (C. 

1899-1902.)      Trans.  6,  C.C.  10. 

1877  EWAET,  William,  M.D.,  33,  Curzon    Street,   W.     (C.  1884-6,  V.P. 

1905-7.)     Trans.  5,  C.C.  4. 

1899  Fagge,  Chables  Hehbeet,  M.S.,  3,  Devonshire  Phice,  Portland  Place, 

W.     (C.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .)     Trans.  2,  C.C.  1. 
1868     Fairhauk,  Fredebice    Rotstox,    M.l).,    Westcott,  Dorking,   Surrey. 

Trans.  2. 
1905     Faibbank,  Harold  A.  T.,  137,  Harley  Street,  W.     C.C.I. 

1900  Fawcett,  Johx,  .M.D.,  66,  Wimpole  Street,  W.     Trans.  3,  C.C.  2. 
1902     Fedden,    Walter    Fedde,    M.B.,    M.S.,  20,    Lower  Seymour    Street, 

Portman  Square,  W. 
1902     Fennell,  Charles  Henry,  M.D.,  County  Asylum,  Helliugly,  Sussex. 

C.C.  1. 
1887     Fexwice,  E.  Hurry,  14,  Savile  Row,  W.     Trans.  2,  C.C.  2. 
1872     Fenwick,  J.  C.  J.,  M.D.,  Long  Framlington,  Morpeth. 

1893  Fexwick,  William  SoLTAr,  M.D.,  29,  Harley  Street,  W.    Trans.  2. 

1878  Field,  George  P.,  152,  Harley  Street,  W. 

1876     FiNLAY,   Prof.  David    White,  M.D.,   2,  Queen's   Terrace,    Aberdeen. 
(C.  1885-7,  S.  1891.)     Trans.  5. 

1894  Fletcher,  Herbert  Morlet,  M.D.,  98,  Harley  Street,  W.     (C.  1906-7. 

C.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .)     Trans.  2,  C.C.  1. 
1878     FONMAKTIN,  Henry  de,  M.D.     (Travelling.) 
1005     Forsyth,  David,  M.D.,  19,  Harley  Street,  W.     Trans.  1. 
1890     Foster,  Michael  G.,  M.D.,  M.A.,  Villa  San  Giovanni,  San  Remo,  Italy. 
1899     Fowler,  Charles  Owen,  M.D.,  Cotford  House,  Thornton  Heath,  Surrey. 
18S1     Fowler,  James  Kingston, M.D. (2>?«*^eel906-7),35,Clarges  Street,  W. 

(C.  1887-9,1899-1902,  S.  1896-9,  Y.-P.  1904-6.)    Trans.  4,  C.C.  6. 
1886     Fox.  R.  HiNGSTON,  M.D.,  29,  Weymouth  Street,  Portland  Place,  W. 

C.C.  1. 
1878     Fox,  Thomas  Colcott,   M.B.,  14,  Harley  Street,  W.     (C.  1888-90.) 

Trans.  7,  C.C.  2. 
1893     FoxwELL,  Arthur,  M.D.,  22,  Newhall  Street,  Birmingham. 
1902     French,  Herbert,  M.D.,  26,  St.  Thomas's  Street,  London  Bridge,  S.E. 

Trans.  2.      C.C.  1. 
1897     Fripp,   Sir    Alfred    Downing,    C.B.,    M.V.O.,   M.S.,   19,    Portland 

Place,  W.     (C.  1904-7.)      Trans.  3. 
1899     FiJRTH,  Karl,  M.D.,  39,  Harley  Street,  W. 
1890     Fuller,  Henry  Roxburgh,  M.D.,  45,  Curzon  Street,  W. 
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Klectkd 

1S97     FtTRNiVALL,  PERcr,  2S,  Weymouth  Street,  Portland  Place,  W. 
1891     FrFFE,  W.  Kington,  M.B.,  B.C.,  19,  Duke  Street,  :Manchester  Square. 

W.  (Travelling,  New  Zealand.)  Trans.  1. 
1895  Galloway,  James,  M.D.,  54,  Hurley  Street,  W. 
1887     Garbod,    Archibald    Edward,    M,A.,   M.I).    (Hon.    Secretary),   9, 

Cliandos  Street,  Cavendish  Square,  W.       (C.  1898-1901,  S.  1905-7. 

Sec.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .)     Trans.  5,  C.C.  7. 
1879     Gaestang,  Thomas  Walter  Harropp,  Edge  Mount,  Altrinchani. 

1903  Gates,  Edward  A.,  via  Pnlestro  A.,  Florence. 

1885     Gibbons,    Uobert    xVlexander,    M.D.,    29,    Cadogan    Place.    S.W. 

Trans.  1. 
1893     GiBBs,  Charles,  48,  Queen  Anne  Street,  W.     C.C.  1. 

1893  Glover,  Lewis  G.,  M.I5.,  B.C.,  17,  Belsize  Park,  Hanipstead,  N.W. 
1875     Godlee,  Hickman  John,  M.S.,  19,  Wiinpole  Street,  W.     (C.  1882-3, 

1887-9,  S.  1884-6,  V.P.  1895-8.)     Trans.  14,  C.C.  11. 
1901     GoFFE,  Ernest  George  Leopold,  M.D.,  Xortli-Eastern  Hospital,  81. 

St.  Ann's  Road,  Tottenham,  X. 
1882     GoLDiE,  Robert  William,  Hirst  House,  Hirst,  Morpeth,  Xorthuniber- 

land. 
1878     GOLDING-BIRD,  C.  H.,  M.B.,  12,  Queen  Anne  Street,  W.     (C.  1887-9, 

V.-P.  1903-5.)      Trans.  18,  C.C.  1. 

1894  Goodall,  Edward   Wilberforce,  M.D.,  Eastern  Hospital,  Honiertou, 

X.E.     (C.  1904-7.)      Trans.  8. 
1875     Goodhart,    James    Frederic,   M.D.,   25,   Portland    Place,   W.     (C. 

1880-2,  V.P.  1897-1900.)     Trans.  14,  C.C.  2. 
1891     Goodman,  Roger  Neville,  M.B.,  Ehn>ide,  Kingston-on-Thames. 
1869     GooDRiDGE,  Henry  Frederick  AuGUSTrs,  M.D.,  10,  Brock  Street, 

Bath. 
1877     Gould,  A.  Peaece,  M.S.,  10,  Queen  Anne    Street,    W.     (C.    1885-7, 

1895-8,  S.  1892-5,  V.-P.  1S9S-1901.)     Trans.  14,  C.C.  9. 
1901     GowAN,  Bowie  Campbell,  Rnven  Dene,  Great  Stanmore,  Middlesex. 
1875     GowERS,  Sir  William  Richard,  M.D.,  F.R.S.,  50,  Queen  Anne  Street, 

W.     (C.  1881-2,  V.-P.  1903-5.)     Trans,  b,  C.C.  1. 
1907     Graham,  Cecil  Irving,  49,  Marlocs  Iload,  S.W. 

1904  Graham,  George  Herbert,  M.D.,  14,  Old  Cavendish  Street,  W. 
1891     Grant,  J.  Dundas,  M.D.,  18,  Cavendish  Square,  W. 

1875     Greenfield,  William  Smith,  M.D.,   7,  Heriot  Row,  Edinburgli.      (C. 

1881.)     Trans.  3. 
1893     GRIFFITH,  Walter  Spencer  Anderson,  :M.D.,  9C,  Harley  Street.  W. 

1895  Gruhe,  Karl,  M.D.,  Xeuenahr,  Germany.     Trans.  1. 

1895     Guthrie,   Leonard    George,    M.I).,  15,   Upper  Berkeley  Street,  W. 

(C.  1906-7.   C.Cliu.  Sect. Roy.  Soc.  Med.,  1907-  .)    Trans.  2,  C.C .9. 
1887     Habershon,  Samuel    Herbert,  M.D.,   88,   Harley   Street,   W.     (C. 

1901-4.)     C.C.  1. 
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P^LECTED 

1900  Hadlet,  Wilfked  J.,  M.l).,  33,  Queen  Anne  Street,  Cavendish  Square, 

W. 
1875     Hale,  C.  I).  B.,  3,  Sussex  Place,  W .     Trans.  1. 

1903  Hall,  Johx  Basil,  M.C,  116,  Manningliam  I.ane,  Bradford. 

1878  HALL,  F.  de  Havilland,  :ir.D.,  47,  Winipole  Street,  W.     (C.  1885-7, 

V.-P.  190-4-6.)     Trans.  9,  C.C.  5. 

1889  Halstead,  George  Ezra,  M.l).,  B.S.,  Albion  Hill  House,  Ramsgate. 

1888  Haxdfield-Jones,  Montagc,  M.D.,  35,  Cavendish  Square,  W . 

1886     Handford,  Henry,  M.I).,  Khnfield,  Southwell.     (C.  1S93-4.)     Trans.  8, 

C.C.  1. 
1906     Hann,  Reginald  George,  Sherwood  House,  Bluudell  Street,  Leeds. 

1904  Habburn,  John  English,  8,  Broad  Walk,  Buxton,  Derbyshire. 
1886     Habdie,  James,  M.D.,  15,  St.  John  Street,  Manchester. 

1890  Harper,  James,  M.D.,  25,  Rosary  Gardens,  South  Kensington,  S.W. 
1872     Harris,  Henry,  M.D.,  Trengweath,  Redruth,  Cornwall. 

1889  Harris,  Herbert  Elwin,  M.B.,  13,  Lansdown  Place,  Victoria  Square, 

Clifton,  Bristol.      Trans.  1. 
1903     Harris,  Wilfred,  M.I).,  Gl,  Winipole  Street,  Cavendish  Square,  W. 

Trans.  1,  C.C.  2. 
1881     Harrison,  Charles  Edward,  M.B.,  19,  Westgate  Terrace,  Redcliffe 

Square,  S.W. 
1S02     Harrisson,  Damee,  53,  Rodney  Street,  Liverpool.     Trans.  1. 

1901  Hartley,    Peucital  Hokton-Smith,  M.V.O.,  M.D.,   19,  Devonshire 

Street,  Portland  Place,  W. 
1869     HAWARD,  J.  Warrington,  57,  Green   Street,  Grosvenor  Square,  W. 
(C.  1876-8,  1884-6,  S.  1881-3,  V.P.  1888.)     Trans.  15. 

1899  Hawkes,  Claude  Somertille,  Glencairn,  Wickham  Terrace,  Brisbane, 

Queensland,  Australia. 
1886     Hawkins,    Francis    Henby,    M.D.,    73,    London    Street,    Reading. 
(C.  1902-5.)     Trans.  8,  C.C.  3. 

1889  Hawkins,  Herbert  Pennell,  M.D.,  B.Ch.,  56,  Portland  Place,  W. 

(C.  1900-3.)      Trans.  \. 

1890  Hawkins-Ambler,  George  Arthur,  30,  Rodney  Street,  Liverpool. 

1900  Hay-ward,  John  Arthur,  M.D., 23,  The  Grange,  Wimbledon  Common, 

S.W. 
1903     Heath,  Philip  Maynaru,  M.B.,  36,  Cavendish  Sqnare,  W.     C.C.  1. 

1879  Henderson,    George    Courtenay,   M.D.,   Kin^'ston,   Jamaica,   West 

Indies. 
18S4     Hereingham,  Wilmot    Parker,  M.D. ,  40,  Wimpole  Street,  W.     (C. 

1894-7.)      Trans.  6.  C.C.  4. 
1874     HoLDERNESS,  WiLLiAM  Brown,  15,  Park  Street,  Windsor. 
1868     Holman,  Sir  Constantine,  M.D.,  26,  Gloucester  Place,  Portman  Sqnare, 

W.  (C.  1894-7.) 
1878     Hood,  Donald  William  Charles,  M.D.,  43,  Green  Street,  Park  Lane, 

W.    (C.  1891-3.)  Trans.  1. 
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Klected 
18S4     HoESLET,  Sir  Victor,  .Ar.B.,   F.R.S.,   25,  Cavendisli  Square,  W.     (C. 

1S94.)     Trans.  2,  C.C.I. 
1S95     HoFGH,    Chakles    Hexrt,    The    Cottage,    Clappersgate,    Amblesiile, 

Windermere. 
1880     HOVELL,  T.  Make,  105,  Hariev  Street,  W.     Trans.  1. 
1893     HowAUD,  It.  J.  Bliss,  M.D.,  31,  Queeu  Anne  Street,  \V. 
1S9S     Htlee.  Sydxet  Backhouse,  162,  Holland  Road,  Kensington,  "W. 
1897     HcMPHKTS,  Charles  B.,  Eagle  House,  Blandford,  Dorset. 

1897  HuXT,  George  Bertram,  M.B.,  47,  Albemarle  Crescent,  Scarborougli, 

Trans.  1,  C.C.I. 

1892  HrxTEE,  William,  M.U.,  103,  Harley  Street,  W. 

O.M.     Httchixsox,  Jonathan,  F.IJ.S.,  15,  Cavendish  Square,  "W.  (C.  1867-S. 
V. p.  1875-6.)     Trans.  1<^,   C.C.I. 

1896  Hutchinson,  Jonathan,  jun.,  15,  Cavendish  Square,  "W.    (C.  1902-5  ) 

Trans.  6,  C.C.  8. 
1S93     loNiDEs,  Theodore  Henry,  M.B.,  B.S.,  25,  First  Avenue,  Brighton. 
1883     Jackson,  George  Henry,  Ashburtou,  Carew  Road,  Eastbourne. 
0  M.     Jackson,   J.    Hcghlings,  M.D.,  F.R.S.,   3,  Manchester    Square,  W. 
(C.  1872-3,  V.P.  1887.)     Trans.  2,  C.C.  1. 

1888  James,  James  Thomas,  M.D.,  108,  Harley  Street,  W. 

1901  Johnson,   Edvyaed  Angas,  M.B.,  B.S.,  56,  Franklin  Street,  Adelaide, 

South  Australia. 
1907     Johnson,  Henry  Percital,  .Military  Hospital,  Devonport. 

1889  Johnson,  Raymond,  M.B.,  B.S.  [Son.  Secretary),  11,  Wimpole  Street, 

W.     (C.  1900-3.     S.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .)     Trans.  7, 
C.C.  6. 

1893  Johnston,  G.  F.,  M.D.,  3,  Montagu  Place,  Montagu  Square,  W. 
1904     Jones,  A.  Ernest,  M.D.,  B.Sc,  13,  Harley  Street,  W. 

1903     Jones,  Ernest  Lloyd,  59,  Trumpingtoa  Street,  Cambridge. 

1902  Jones,  Lawrence,  47,  Lpper  Brook  Street,  TV. 

1898  Jones,  Robert,  11,  Nelson  Street,  Liverpool.     Trans.  2. 

1872     Jones,  Thomas  Ridge,  M.D.,  4,  Cbesham  Place,  S.W.     (C.  1892-3.) 
1876     Jordan,  Fceneaux,  10,  Ferndale,  TeignmoutL,  S.  Devon.     Trans.  1. 
1902     JowEES,  Reginald  F.,  55,  Brunswick  Square,  Brighton. 
1878     Keetley,  Charles  Robert  Bell,  56,  Grosvenor  Street,  W.  (C.  1S95-8.) 

Trans.  2. 
1898     Kellock,  Thomas  Herbert,  8,  Queen  Auue  Street,  Cavendish  Square, 

W.     (C.  1903-6.)     Trans.  5,  C.C.  9. 
1901     Kelynack,  Theo.  2s.,  M.D.,  120,  Harley  Street,  W. 

1897  Keysee,  Chaeles  Ralph,  Butler's  Green,   Hayward's  Heath,  Sussex. 

Trans.  1,  C.C. 5. 
1883     KiDD,  Peect,  M.D.,  60,  Brook  Street,  W.  (C.  1891-2,  1902-5,  S.  1899- 

1902.)     Tran*.  5,  C.C.  10. 
1887     Kuaggs,  R.  Laweoed,  B.C.,  27,  Park  Square,  Leeds.     Trans.  2. 
1878     Lacey,  Thomas  Waenee,  196,  Burrage  Road,  Plumstead. 
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Klected 
1897     Lamplough,  Charles,  Kirkstall,  Alverstoke,  Hants. 
1800     Lancastek,  Ernest   Le    Ceoniek,  M.B.,   B.Cb.,   Winchester   House. 
Swansea,  S.  Wales.     Trans.  2. 

1895  Laxk,  James  Ernest,  47,  Queen  Anne  Street,  W.    (C.  1905-7.     C.Clin. 

Sect.  Roy.  Soc.  Med.,  1907-  .)      Trans.  1. 
1883     Lane,  William  Arbcthxot,  M.B.,  M.S.,  21,  Cavendish  Square,  W. 

(C.  ls9.3-tJ.)     Trans.  29,  C.C.  10. 
O.M.     LANGTON,  John,  62.  Harley  Street,  W.     (C.  1878-80,  V.P.  1892-4, 

P.  1897-9.)      Trans.  5. 
1886     Lankestee,  Herbert,  M.D.,  Ingleborongh,  Woking,  Surrey. 
1907     Lawrence,  H.  Gwtnne,  M.B.,  49,  Hill  Street,  W. 

1893  Lawson,  Arnold,  M.D.,  12,  Harley  Street,  W. 

1900  Leaf,  Cecil  H.,  M.B.,  75,  Wimpole  Street,  Cavendish  Square,  W. 
1877     Lediard,  Henry   Ambrose,  M.D.,  26,  Lowther   Street,  Carlisle.     (C. 

1889,  V.-P.  1902-4.)     Trans.  5,  C.C.  1. 

1896  Leech,  Priestley,  M.D.,  King  Cross,  Halifax. 

1877     Lees,  David   B.,  M.D.,  22,   Weymouth    Street,  W.    (C.  1885,  Y.-P. 
1902-4.)     Trans.  6. 

1902  Legg,  Thomas  Percy,  M.B.,  141,  Harley  Street,  Cavendish  Square,  W. 
1899     Leslie,  R.  Murray,  M.D.,  26,  Harley  Street,  Cavendish  Square,  W. 

C.C.I. 

1901  Lewees,   Arthur    Hamilton   Nicholson,    M.D.,  43,    Upper   Brook 

Street,  \V. 
1892     Lewis,  Edward  John,  M.B.,  B.C.,  74,  Hamilton  Terrace,  N.W. 
1895     Lewis,  Ernest  E.,  M.D.,  30,  Weymouth  Street,  W. 

1903  Little,  E.  Graham,  M.D.,  61.  Wimpole  Street,  W. 

1890  Little,  John  Fletcher,  M.B.,  125,  Harley  Street,  W.     C.C.  5. 

1891  liiTTLEWOOD,  Harry,  25,  Park  Square,  Leeds.     Trans.  1. 

1885     LocKWooD,    Charles     Barrett,     19,    Upper    Berkeley    Street,    W. 

(C.  1896-9.)     I'rans.  7. 
1876     LONGHURST,  Arthur    Edwin   Temple,  M.D.,  26,  Lower   Belgrave 

Street,  Eaton  Square,  S.W.     (C.  1889-91.)      Trans.  1. 

1904  Longhurst,    Frederic    W.,    26,    Lower    Belgrave     Street,    Eaton 

Square,  S.W. 

1897  Low,  Harold,  M.B.,  10,  Evelyn  Gardens,  South  Kensington,  S.W. 
1899     Low,  V.  Warren,  M.D.,  B.S.,  146,  Harley  Street,  Cavendish   Square, 

W.     (C.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .)     Trans.  1. 
1881     Lubbock,  Montagu,  M.D.,  19,  Grosvenor  Street,  W. 
1876     Lucas,  R.  Clement,  M.B.,  B.S.,  50,  Wimpole  Street,  W.      (C.  1883-5, 

V.P.  1901-3.)     Trans.  12.     C.C.I. 

1894  Luff,    Arthur    Pearson,   M.D.,   9,    Queen    Anne  Street,  Cavendish 

Square,  W. 
1879     LuNN,  John   Reuben,   St.   Marylebone    Infirmary,    Rackham    Street, 
Ladbroke  Grove  Road,  W.     (C.  1890-1,  V.P.  1905-7.)     Trans.  9, 
C.C.  25. 
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1893     Lts,  Hexst  Geabham,  M.D.,  Southbrook,  Suffolk  Road,  Bourneinoutl!. 

1889     MacBkide,  p.,  M.D.,  16,  Chester  Street,  Ediuburgh. 

1891     Mac  Donald,  Greville,  :M.D.,  85,  Harley  Street,  W. 

1901  McGavin,  Laurie  Hugh,  6,  Manstield  Street,  Cavendish  Square,  W. 
Trans,  b,  C.C.  6. 

1881     McHardy,  Malcolm  Macdonald,  5,  Savile  Row,  W.     Trans.  1. 

1891  Mackenzie,  Hector  W.  G.,  M.A.,  M.D.,  34,  Upper  Brook  Street,  W . 
(C.  1902-5.)     Trans.  6,  C.C.  1. 

1879  Mackenzie,  Sir  Stephen,  M,D.,  18,  Cavendish  Square,  and  Merry- 
court,  Gt.  Bookhani,  Leatherhead.  (C.  1884,  1888-90,  S,  1885-7. 
V.P.  1900-2.)  Trans.  9,  C.C.  10. 

1884  Mackeen,   John,   M.B.,   St.    German's    Lodge,    Shooter's    Hill    Road, 

Blackheath,  S.E. 

1885  Maclaren,  Roderick.  M.D.,  Portland  Square,  Carlisle.     Trans.  1. 
1879     Magill,  James,  M.D.,  M.C.,  Coldstream  Guards,  Queen  Anne's  Man- 
sions, S.W. 

1885     Maguiee,  Robert,  M.D.,  4,  Seymour  Street,  W.     Trans.  1. 

1881  Makins,  George  Henrt,  C.B.,  47,  Charles  Street, Berkeley  Square,  W. 
(C.  1892-4,  1898-1901,  S.  1895-8,  T.  1903-7.  V.P.  1906-7- 
V.-P.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .)     Trans.  6,  C.C.  7. 

1887  Malcolm,  John  D.,  M.B.,  CM.,  13,  Portman  Street,  W.     (C.  1900-3.) 

Trans.  Z,  C.C.  2. 
1890     Manson,   Sir   Patrick,    K.C.M.G.,   M.D.,   CM.,  F.R.S.,   21,   Queen 

Anne  Street,  W,     (C  1895-7.)     C.C.I. 
1902     Marriott,  Cecil,  M.B.,  M.C,  11,  Welford  Road,  Leicester. 

1888  Marriott,  Htde,  M.B.,  Dial  House,  Stockport. 

1868  Marsh,  Professor  F.  Howard,  14,  Hertford  Street,  Mayfair,  W. 
(C.  1876-7,  1881-3,  S.  1878-80,  V.P.  1887-8,  T,  1899-1901,  P. 
1901-3.)     Trans.  20,  C.C.  7. 

1887  Maetin,  Sidney,  M.D.,B.S.,F.R.S.,  10,  Mansfield  Street, W.  (C.1896-9.) 

1888  Mason,  David  James,  M.D.,  CM.,  Rosemont,  Maidenhead. 

1892  Masters,  John  Alfred,  M.D.,  94,  Knightsbridge,  S.W. 

1884     Maudslet,  Henry  Carr,  M.D.,  22,  Collins  Street,  Melbourne,  Victoria. 
1897     May,  Chichester  Gould,  M.D.,  59,  Cadogan  Place,  S.W. 
1868     May,  Edward  Hooper,  M.D.,  High  Cross,  Tottenham,  Middlesex. 
1888     May,  William  Page,  M.D.,   B.Sc,  9,  Manchester  Square,  W.;  and 

Helouan,  nr.  Caiio,  Egypt  (October  to  April). 
1906     Maynard,  John    Seymour,   M.D.,   4,   Charles   Street,    St.   James's 

Square,  S.W. 
1901     Menzies,  F.  U.,  Edinburgh  University  Union,  Edinburgh. 
1888    Menzies,  J.  Herbert,  10,  Wetherby  Place,  S.W. 

1893  Meeceb,  William  Bracewell,  M.B.,  B.C.,  Cliffe  Cottage,  Ripponden, 

near  Halifax,  Yorks. 
1878    Meredith,  William   Appleton,   CM.,  21,   Manchester   Square,  W. 
(C.  1887-9.)     Trans.  2. 
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Rlected 

1894.     MiCHELS,  Erxst,  M.D.,  48,  Fiusbury  Square,  E.C. 
1890     Miles:,  Miles,  M.A.,  M.B.,  21,  Belsize  Avenue,  Hampstend,  N.W. 
1896     MiLLS-RoBEKTg,  Robert  Herbert,  C.M.G.,  Llauberis,  North   Wales. 
Trans.  1. 

1902  Moon,  R.  O.,  M.D.,  45,  Green  Street,  Grosvenor  Square,  W.     C.C.  1. 
1874-     MORGAN,  John  Hammond,  C.V.O.  (Trustee  1902-7),  68,  Grosvenor 

Street,  W.     (C.  1883-5,  V.P.  1898-1901.)     Trans.  2,  C.C.  8. 

1888  MOEISON,  Alexandee,  M.D.,  14,  Upper  Berkeley  Street,  W.    Trans.  2, 

C.C.  1. 
1899     MoRisoN,  Rutherford,  14,  Saville  Row,  Xewcastle-on-Tyne.  Trans.  1. 

1903  MoRLET,  Arthur  S.,  29,  Gower  Street,  W.C. 

1877     Morris,  Henry,  M.A.,  M.B.,  8,  Cavendish  Square,  W,     (C.  1884-6. 

V.P.  1903-5.)      Trans.  9. 
1877     Morris,     Malcolm    Alex.,    8,     Harley    Street,    W.       (C.   1890-2.) 

Trans.  1,  C.C.  1. 

1901  Morse,  Thomas  Henry,  All  Saints'  Green,  Xorwich.     Trans.  1. 

1902  ^Morton,   Charles    Alfred,   14,   Vyvyan    Terrace,   Clifton,   Bristol. 

Trans.  1. 

1899  Mouat-Biggs,  Chaeles  E.  Forbes,  2,  Faueonberg    Villas,   Bayshill, 

Cheltenham.     C.C.  2. 
1S79     MouLLiN,  CHAitLES  W.  Mansell,  69,  Winipole  Street,  W.     (C.  1888- 
90.)     Trans.  11,  C.C.  4. 

1900  Moynihan,  Berkelef  George  Andrew,  M.S.,  33,  Park  Square,  Leeds. 

(C.  1904-7.)     Trans.  4. 
1905     MuECKE,    Feancis    Frederick,    M.B.,    B.S.,   63,  Wellington   Road, 

N.W. 
1875     MuEPHY,  Sir  Shirley   F.,  9,  Bentiuok  Terrace,  Regent's  Park,  N.W. 

(C.  1888-90.)     C.C.I. 
1885     Murray,  Alexander  Dalton,  M.B.,  Colombo,  Ceylon. 

1893  MuBEAY,  George  Redmayne,  M.D.,  11,  Ellison  Place,  Newcastle-ou- 

Tyne. 
1883     Murray,   Hubert    Montague,    M.D.,   25,    Manchester    Square,    W. 
(C.  1893-6.)      Trans.  1. 

1894  Mureay,  John,  110,  Harley  Street,  W.     C.C.  1. 

1872     Myrtle,  Andrew  S.,  M.I>.,  10,  Park  Parade,  Harrogate.     (C.  1892.) 
1902     Nabareo,     David,     M.D.,     4,   Albemarle     Mansions,    Heath     Drive, 

Harapstead,  N.W. 
1892     Nash,  Walter  Giffoed,  31,  St.  Peter's.  Bedford. 

1889  Newman,  D.,  M.I).,  28,  W'oodside  Place,  Glasgow.     Trans.  5. 

O.M.     Norton,  Arthur  Thehern,  C.B.,  Leyfields  Wood,  Ashampstead,  Berks. 

(C.    1874-6.)     Trans.  7. 
1880     O'Connor,  Bernaed,  M.D.,  Twyford  Abbey,  Willesden.N.W.    Trans.  1. 
1899     Ogle,  Cyeil,  M.D.,  96,  Gloucester  Place,  Portman  Square,  W.    Trans.  1. 
1887     Oliver,  Thomas,  M.D.,  7,  Ellison  Place,  Newcastle-upon-Tyne. 
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Klkcted 
18S7     Opexsiiaw,  Thomas  Horrocks,  C.:M.G..  M.B.,  16,  Whnpole  Street,  W. 

(C.  1905-7.  C.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .)   Trans.  1,  C.C.  8. 
186S     Oppeht,    Fraxz,    M.D.,    128,    Leipzigerstrasse,    Friedeuau,    Genuany. 

Trans.  1. 

1889  Oed,  W.  Wallis,  M.D.,  B.Cli.,  The  Hall,  Salisbury.     Trans.  1,  C.C.  1. 

1887  Oemekod,  Joseph  Arderne,  M.D.,  25,  Upper  Wimpoie  Street,  W.     (C. 

1899-1902.)      C.C.  2. 
1881'     Ormsbt,  Sir  Lambert  Hepexstal,  M.I).,  92,  Merriou  Square  West, 
Dublin. 

1888  Page,  Fredeeice,  M.D.,  1,  Saville  Place,  Xewcastle-on-Tyne. 

1875     Page,  Herbeet  \V.,  M.C,  M.B.,  146,  Harley  Street,  AV.     (C.  1882-4, 

V.P.  1899-1902.)     Trans.  8,  C.C.  2. 
1884     Paget,  Stephen,  70,  Harley  Street,  W.     (C.  1898-1901.)     Trans.  9, 

C.C.  3. 
1881     Paeker,  Kushton,  M.B.,  B.S.,  59,    Rodney    Street,  Liverpool.     (C. 

1896-9.)     Trans. 1,  C.C.  2. 

1890  Paeeik,  Alfred,  M.S.,  24,  Albion  Street,  Hull.     Trans.  2. 

1894  Paeeinsox,  John  Porter,  M.D.,  57,  Wimpoie   street,  W.     Trans.  1, 

C.C.  5. 
1898     Paetridge,  Arthur  A.  H.,  M.D.,  M.Ch.,  St.  Germaus,  Sutton,  Surrey. 

1881  Pasteur,  William,  M.D.,  4,  Cliandos  Street,  W.  (C.  1891-3,  1905-6, 

S.  1902-5,  V.P.  1906-7.      V.-P.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .) 

Trans.  7,  C.C.  5. 
1893     Paterson,  Donald  Rose,  M.D.,  CM.,  15,  St.  Andrew's  Crescent,  Cardiff. 
1900     Paton,   Edward   Percy,   M.S.,    53,   Queen   Anne   Street,  Cavendish 

Square,  W.     Trans.  3. 

1892  Paul,  Frane  Thomas,  38,  Rodney  Street,  Liverpool.     Trans.  1. 

1893  Paul,  John  Ernest,  M.B.,  c/o  Messrs.  Parry  &  Co.,  70,  Gracecburch 

Street,  E.C.     Tratis.  1. 
O.M.     Pavt,  Fkederice  William,  M.D.,  F.R.S.,  35,  Grosvenor  Street,  W. 

(C.  1869-71,  V.P.  1882-4.)     Trans.  3. 
1879     Peel,  Robert,  120,  Collins  Street  East,  Melbourne,  Victoria. 

1882  Peppbe,    Augustus    Joseph,    M.S.,   M.B.,   13,   Wimpoie   Street,   W. 

Trans.  1. 
1898     Pereins,  J.  J.,  M.D.,  8,  Mansfield  Street,  W.     Trans.  1,  C.C.  1. 

1895  Pheae,  Aethue  G.,  M.D.,  U.C,  47,  U'eymoutb  Street,  Portland  Place, 

W,     Trans.  2. 
1895     Phillips,  F.  B.  Willmee,  M.B.,  7,  Harper  Place,  Bedford. 
•    1885     Phillips,  Sidney,    M.D.,  3,   Upper  lirook  Street,  W.     (C.  1893-6.) 

Trans.  10,  C.C.  6. 
1885     Pitt,  Geoeoe  Newton,  M.D.,  15,  Portland  Place,  W.      (C.  1894-6.) 

Trans.  1,  C.C.  6. 
1871     Playne,  Alfeed,  M.B.,  Maidenbead. 
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Elected 
1884     Pollard,  BiLTOX,  B.S.,  24,  Harley  Street,  W.     (C,  1895-8.)     Trans.  2 
1868    Pollock,  James   Edward,  M.D.,  37,  Colliugliam   Place,  S.W.      (C. 

1878-80.) 
1881     Powell,  H.  A.,  M.A.,  c/o  Messrs.   Powell   ami   Burt,  28   and  29,  St. 

Switliiii's  Lane,  E.G. 
O.M.     Powell,  Sir  R.  Douglas,  Bart.,  K.C.V.O.,  M.D.,  62,  Wiiupole  Street, 

W.     (C.  1874-6,  V.P.  1889-90,  P.  1899-1901.)     Trans.  4. 
1868     Prentis,  Charles,  Surgeon-Major,  Bengral  Medical  Service;  India. 
1902     Price,  F.  W.,  M.B.,  133,  Harley  Street,  W.     Trans.  1. 
1884     Peikgle,   John  James,  M.B..  23,  Lower   Seymour  Street,  W.     (C. 

1890-2,1897-1900.)     Trans.  1,  C.C.  3. 
1884     Pte-Smith,  Philip  Hexrt,  M.D.,  F.R.S.,  48,  Brook  Street,  W.     (C. 

1890-2.)     Trans.  1. 
1896     Pte-Smith,  Rctheeeord  John,  350,  Glossop  Eoad,  Sheffield. 
1893     Uake.  Alfred  Theodore,  M.B.,  B.S.,  58,  Delancey  Street,  P.egent's 

Park,  X.W. 

1895  Kamsat,  Herbert  Mverat,  35a,  Hertford  Street,  Mayfair,  W. 
1889     Ranking,  John  E.,  M.D.,  Hanover  House,  Tuubridge  Wells. 

1883     Read,  Thomas  Laurence,  11,  Petersliam  Terrace,  Queen's  Gate,  S.W. 

1902  Reid,  Sir   James,   Bart.,   G.C.V.O.,   K.C.B.,   72,    Grosveuor    Street, 

Grosvenor  Square,  W. 
1901     Reissmann,  Charles,  M.D.,  8, North  Terrace,  Adelaide,  South  Australia. 

1899  Rennie,  George  Edward,  M.D.,  College  Street,  Hyde  Park,  Sydney, 

N.S.W. 
1868     Rice,    Michael    W.,    M.D.,    Ehnbank,    Hargrave,    Northamptonshire, 

(C.  1876-8.) 
1898     Richards,  Joseph  Stewart,  M.D.,  B.S.,  5,  Wellesley  Villas,  Wellesley 

Road,  Croydon,  S.E.     C.C.  2. 

1903  RiGBT,  Hugh,  M.S.,  7,  Wimpole  Street,  Cavendish  Square,  W.     C.C.  2. 
O.M.     Ringer,  Sydney,  M.D.,  F.R.S.,  15,  Cavendish  Place.  \V.     (C.  1871-2.) 

Trans.  1. 

1896  RisDON,  William  Elliot,  M.D.,  4,  Etchingham  Park  Road,  Church 

End,  Finchley,  N. 
1873     Roberts,  Datiu  Lloyd,  M.D.,  11,  St.  John  Street,  Manchester. 
1888     Roberts,  Frank  Ernest,  Tulse  Dale  Villa,  Lower  Norwood,  S.E. 
1883     Roberts,    Frederick    Thomas,     M.D.,    102,     Harley    Street,    W. 

(C.  1892-4.) 

1900  Roberts,  Griffith  Lloyd,   M.B.,   CM.,   Castle   Square,  Carnarvon, 

North  Wales. 
1890     Robertson,  Robert,  M.D.,  Eelgrave  Road,  Ventuor,  Isle  of  Wight. 
1385     Robinson,  Arthur   Henry,  M.D.,  St.  Mary's  Infirmary,  Highgate 

Hill,N.     C.C.  3. 
1892     Robinson,  Henry  Betham,  M.D.,  :\[.S.,  1,  Upper  Wimpole  Street,  W. 

(C.  1901-4).     Trans.  11,  C.C.  12. 
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Elected 
1885     RoBSON,  A.  W.  Mayo,  8,  Park  Crescent,  W.,    (C.  1893-6.)     Tra7is.  15. 
188y     KoiLESTON,  HuMPHET   Datt,   M.A.,  M.D.,  55,  Upper  Brook  Street, 
Grosveuor  Square,  W.     (C.  1899-1902.)     Trans.  11.     C.C. 10. 

1897  Ross,  Feedeeick  William   Foebes,   M.D.,  15,  Gower  Street,  W.C. 

C.C.  1. 

1877  ROTH,   Heenaed,  38,  Harley  Street,  Cavendish  Square,  and  "Kings- 

wood,"  Enfield,  Middlesex.     Trans.  1,  C.C.  4. 
1890     RoUGHTON,  Edmuxd  WiLKiysoy,  B.S.,  38,  Queen  Anne   Street,  W. 
Trans.  2,  C.C.I. 

1905  RoiiGHTON,     JoHX    Paul,    Evelyns,    Kettering,    Xorthaiuptonsliire. 

Trans.  1. 

1874  Rowland,  Edwaed  Rogee,  Dordrecht,  Wodehouse,  S.  Africa. 

1904     Rowlands,  R.  P.,  M.S.,  6,  St.  Thomas's  Street,  London  Bridge,  S.E. 
C.C.  2. 

1906  Ro-wntbee,  Cecil  W.,  B.S.,  16,  Weymouth  Street,  W.      Trans.  1. 

1898  Russell,  Alfeed  Eenest,  M.D.,  B.S.,  9,  Wimpole  Street,  W.     C.C.  1. 
1900     Russell,  J.  S.  Risien,  M.D.,  44,  Wimpole  Street,  Cavendish  Square, 

W.     Trans.  1,  C.C.  1. 
1903     Russell,  James  William,  M.D.,  72,  Newhall  Street,  Birmingham. 
1887     RuTHEEFOOED,  H.  T.,  M.B.,  Salishury  House,  Taunton. 

1907  Ryall,  Chaeles,  62,  Harley  Street,  W. 

1885  Ryle,  Reginald  John,  M.D.,  15,  German  Place,  Brighton. 

1899  Sandifeb,  Henby  Stephen,  M.D.,  B.S.,  11,  Porchester  Gardens,  W. 
1873     Savage,  Geoege  Henby,  M.D.,  26,  Devonshire  Place,  W.  (C.  18S2-3.) 

1886  Savill,  Thomas  Dixon,  M.D.,  60,  Upper  Berkeley  Street,  W.    Trans. 

1,  C.C.  6. 
1886     Scott,  Alfeed,  15,  German  Place,  Brighton. 
1894     Scott,  Bebnaed,  "  Hartington,"  Poole  Road,  Bournemouth. 
1892     Scott,  Richaed  James  Heebeet,  28,  Circus,  Bath.     C.C.  1. 

1902  Seaes,  Alfeed  Eenest,  33,  Lee  Terrace,  Blackheath,  S.E.    Trans.  1. 

1897  Segundo,   Chaeles    Sempill   de,  M.B.,  B.S.,  97,   Gloucester  Place, 

Portman  Square,  W. 
1892    Selwyn-Haevey,  John  Stephenson,  M.D.,  1,  Astwood  Road,  S.W. 

1878  Semon,  Sir  Felix,  C.V.O.,  M.D.,  39,  Wimpole  Street,  W.    (C.  1885-7. 

V.-P.  Clin.  Sect.  Roy.  Soc.  Med..  1907-  .)     Trans.  8,  C.C.  3. 
1884     Shaekey,  Seymoue  J.,  M.D.,  22,  Harley  Street,  W.     (C.  1895-8.) 

1898  Shaw,  Habold  Batty,  M.D.,7,  Devonshire  Street,  Portland  Place,  W. 

C.C.  10. 
1889     Shaw,  Laubiston  Elgie,  M.D.,  64,  Harley  Street,  W.     C.C.  1. 
1906     Shebeen,  James,  40,  Devonshire  Street,  Portland  Place,  W,    Trans.  4. 

1875  Shebwood,  Abthue  Paul,  8,  Seaside  Road,  Eastbourne. 

1903  Simpson,  Gbaham,  The  Sheffield  Royal  Hospital,  Sheffield.      Trans.  1 

C.C.  1. 
1872     Slight,  Geobge,  M.D.,  14,  Old  Burlington  Street,  W. 
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Elected 
1896     Smith,  Ebenezek  Starlet,  M.D.,    GS,   Wimpole    Street,   Caveudish 

Square,  W. 
1888     Smith,   Feedeeick  J.,  M.D.,  138.  Harley  Street,  W.      (C.   1905-7. 

C.  Clin.  Sect.  Eoy.  Soc.  Med.,  1907-  .)     Trans.  2. 
1884-     Smith,  R.  Percy,  M.D.,  3G,  Queen  Anne  Street,  Caveudish  Square,  W. 

(C.  1898-1901.) 
1894     Smith,  Thomas  Uudolph,  M.B.,  B.C.,  25,  Bridge  Road,  Stocktou-ou- 

Tees. 
1893     Snape,  Ebxest  Alfeed,  il.D.,  41,  \N'elbeck  Street,  W. 
1868     Snow,  William  V.,  M.D.,  Richmond  Gardens,  Bournemouth. 
1890     Solly,  Eenest,  M.B.,  Strathlea,  Harrogate,  Yorks.     C.C.  1. 
1888     Spencee,  Waltee   Geobge,   M.S.,  M.B.,  35,  Brook  Street,  W.      (C. 
1896-9.  C.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .    S.  1904-7.)    Trans. 
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1878     Sturge,  William  Allex,  M.D.,  Icklingham  Hall,  Mildenhail,  Suffolk. 
1894     SUTHEELAKD,  Geoege  A.,  M.D.,  73,  Wimpole  Street,  Cavendish  Square, 

W.     (C.  1906-7.     C.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .)    Trans.  2, 

C.C.  3. 
1882     SxMONDS,  Chabtees  James,  M.S.  {Trustee  1903-7),  58,  Portland  Place, 

W.  (C.  1888-9,  1901-4,   S.  1898-1901,  V.P.  1906-7.     V.-P.  Clin. 

Sect.  Roy.  Soc.  Med.,  1907-  .)     Trans.  13,  C.C.  24. 
1876     Symonds,  Hoeatio  Perct,  35,  Beaumont  Street,  Oxford. 
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1889  Taylor,   Hexrt  Herbert,  36,  Brunswick  Sqiuue,  Hove,  Sussex. 

1890  Taylor,  James,  :\r.D.,  49,  Welbeck  Street,  W.     C.C.  3. 

1882     Taylor,  Seymour,  M.D.,  16,  Seymour  Street,  W.     Trans.  1,  C.C.  5. 
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1896  Templetox,  George,  M.B.,  10,  Seymour  Street,  Portman  Square,  W. 
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1886  Thompsox,   Charles  Herbert,  M.D.,  133,  Hurley  Street,  Cavendish 
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1896  Thoexe,  William  Bezly,  il.D.,  2,  Harley  Street,  W.     C.C.  2. 
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Trans.  5. 
1885     Thursfield,  Thomas   William,  M.D.,  Selwood,  Beauchanip  Square, 
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1899     TiLLEY,  Herbert, M.D.,  89,  Harley  Street,  Cavendisli  Square,  W.  C.C.2. 

1891  TOMSOX,  W.  BoLTOX,  M.D.,  Park  Street  West,  Luton,  Bedfordshire. 

1892  Tooth,    Howard    Henry,    C.M.G.,   M.D.,    34,    Harley    Street,    W. 

(C.  1905-7.     C.  Clin.  Sect.  Roy.  Soc.  iled.,  1907-  .)     Trans.  1. 
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1897  Tubby,  Alfred   Herbert,  M.S.,  68,  Harlev  Street,  W.     (C.  1905-7. 

"C.  Clin.  Sect.  Roy.  Soc.  Med.,  1907-  .)      Trans.  2,  C.C.  8. 
1000     TuLLis,    George   Augustus,  M.D.,  Denstone,   Christ  Church   Road, 

Winchester. 
1904     Turner,  George  Grey,  22,  Jesmond  Road,  Xe\vcastle-on-Tyne. 
1882     Turner,  George  Robertson,  41,  Half  Moon  Street,  W.     (C.  1897- 

1900.)     Trans.  9.    C.C.  6. 
1904     Turner,  Philip,  M.S.,  8,  St.  Thomas's  Street,  Loudon  Bridge.  S.E. 
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C.C.  1. 
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1902     Watsox,  Charles  Gohdox,  44,  Welbeck  Street,  Cavendisli  Square,  W. 
C.C.  3. 

1896  WEBER.  Fred.  Parkes,  M.D.,  19,  Harley  Street,  W.     (C  Clin.  Sect. 

Roy.  Soc.  Med.,  1907-  .  l      Trans.  3,  C.C.  14. 
O.M.     Weber,  Sir  Hermans  D.,  M.D.,  10,  Grosveuor  Street,  W.   (C  1867-71, 

V. P.  1873-5.)     Trans,  i). 
1882     West,  Samuel,  M.D.,  15,  Wimpole  Street,  W.     (C.  1887-9.)     Trans. 
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1895     Wetheeed,  Frank  J.,  M.D.,  83,  Harley  Street,  W. 
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1891     White,  Charles  Percival,  M.B.,  B.C.,  22,  Cadogan  gardens,  S.W. 
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1890     White,  Gilbert  B.  Mower,  M.B.,  B.S.,  112,  Harley  Street,  W. 
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1882     Whittle,  Edward  George,  M.D.,  9,  Regency  Square,  Brighton. 
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Trans.  2. 
O.yi,    Williams,  Chahles  Theodoke,  M.Y.O.,  M.D.,  2,  Upper  Brook  Street, 

W.     (C.  1877-9,  V.P.  1889-90.)     Trans.  8. 
1888     Williams,  Dawsok,  M.D.,  2,  Agar  Street,  Strand,  W.C.      (C.  1893-7.) 
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1893  Wills,  Joseph  Peaece  Budgett,  M.D.,  Chintings,  Bexliill-on-Sea. 
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1891  WiLSOX, Theodore  Stacet,M.D.,  CM., 27,  Wheeley's  Road,  Edghaston, 
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1905     WiRGMAX,  C   Wyxx,  M.D.,  B.S.,  45,  Queen  Anne  Street,  Cavendish 
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1894  WooLLETT,  Charles  Jerome,  "Ambleside,"  Streatham,  S.W. 
18S4     Worts,  Edwin,  6,  Trinity  Street,  Colchester. 

1892  Wtxtek,  Walter  Essex,  M.D.,  B.S.,  27,  Wimpole  Street,  Cavendish 
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Thomas  Bryant. 
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John  Langton. 
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M.D. 
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Andrew  S.  Mvrtle,  M.D. 

Sir  William  Bartlett  Dalby,  M.B. 
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Sir     William     Henrv      Bennett.    1879 

K.C.V.O. 
William  Brown  Holderness. 
Andrew  Clark. 

1875  Sir      Thomas     Barlow,     Bart., 

K.C.Y.O..   M.D. 
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C.  H.'  Golding-Bird.  M.B. 
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Herbert  Collier.  ^f.D. 
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George  Newton  Pitt.  M.D. 
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OF   THE 


COUNCIL  OE   THE  CLINICAL   SOCIETY, 
MAY,  1907. 


WITH  the  conclusion  of  the  present  session  the  Clinical 
Society  ceases  to  exist  as  a  distinct  Society,  and  will 
become  merged  in  the  new  Royal  Society  of  Medicine. 

Founded  in  the  year  1867,  with  Sir  Thomas  Watson  as  its 
first  President,  the  Clinical  Society  can  look  back  upon  forty 
years  of  useful  work,  and  may  regard  with  pride  the  list  of 
highly  distinguished  men  Avho  have  filled  its  Presidential 
chair,  and  who  have  contributed  to  the  forty  volumes  of  its 
'  Transactions.'  The  '  Transactions '  contain  a  large  mass  of 
valuable  clinical  records,  the  usefulness  of  Avhich  will  lono- 
outlast  the  existence  of  the  Society,  and  one  of  the  last  acts 
of  its  Council  has  been  to  render  them  easily  available  for 
reference  by  arranging  for  the  completion  of  the  general 
index. 

Committees  appointed  by  the  Society  have  done  much 
valuable  work,  and  the  supplementary  volumes  on  the  '  Incu- 
bation Periods  of  Infectious  Diseases' aud  on  ' Myxoederna ' 
are  worthy  of  special  mention.  Myxoedema  is,  indeed,  a 
malady  which  will  always  remain  closely  associated  with  the 
name  of  the  Clinical  Society,  before  which  it  was  first 
described  in  Sir  William  Gull's  classical   paper. 

We  may  look  forward  with  confidence  to  the  continuation 
of  the  work  of  the  Society  on  the  same  lines  as  heretofore 
by  the  Clinical  Section  of  the  Royal  Society  of  Medicine. 


lii  Report  of  Council. 

At  a  Special  General  Meeting  of  the  Societj*  on  Xovember 
23i-d,  1906,  tlie  following  resolution  of  the  Council  of  Xoveni- 
ber  9th  was  read  : 

"That  the  Council  of  the  Clinical  Society,  being  satisfied 
that   the   scheme   of  Amalgamation  of    the   Medical 
Societies  of  London  is  financially  feasible,  does  advise 
the  Clinical  Society  to  agree  to  form  the  said  Amal- 
gamation, and  suggest  to  the  Society  the  name  of  Mr. 
Makins  as  its  delegate  to  the  new  Committee/' 
The  adoption  of  the  above  resolution  was  proposed  by  Dr. 
Hale  White,  Vice-President ;  seconded  by  Dr.  F.  Taylor,  Past 
President ;    spoken  to  by  Mr.  J.  H.  ^torgan.  Trustee ;    and 
unanimously  agreed  to. 

The  Societv  numbers  17  Honorary  Members  and  572 
Ordinary  Members.  During  the  past  session  5  new  members 
have  been  elected  to,  and  14  have  resigned  from  the  Society. 
The  Society  has  lost  bv  death  6  members:  Dr.  A.  H.  AV. 
Clemow,  Mr.  E.  A.  Pardon,' Mr.  D.  H.  Goodsall,  Mr.  J.  F.  C.  H. 
Macready,  Dr.  G.  Schorstein,  Dr.  F.  AVillis. 


Minutes  of  Special  General  Meeting  held  June  14th,  1907. 

A  Special  Meeting  of  the  Clinical  Society  was  held  at  20, 
Hanover  Square,  on  Fridav  evening,  June  14th,  1907,  at 
8.30  p.m. 

Present  twenty-two  members. 

The  President^.  Mr.  H.  H.  Glutton,  in  the  chair. 

The  minutes  of  the  last  meeting  were  read  and  confirmed. 

The  following  resolutions  were  submitted  by  the  senior 
Secretary,  and  their  adoption  was  proposed  by  Sir  Dyce 
Duckworth  and  seconded  by  Dr.  Pasteur  : 

1 .  "  Resolved  that,  in  pursuance  of  the  decision  of  the 
Society  on  Xovember  23rd,  1906,  to  unite  with  other 
societies  in  forming  the  Royal  Society  of  Medicine, 
which  has  now  received  a  Royal  Charter,  all  the 
property,  of  every  kind  whatsoever,  of  this  Society 
be  and  is  hereby-  transferred  to  the  Royal  Society  of 
Medicine,  and  the  Treasurer  and  Trustees  are  hereby 
directed  forthwith  to  transfer  to  the  Royal  Society 
of  Medicine  all  sums  of  money  and  all  invested 
funds  in  their  possession  standing  in  their  names  or 
at  the  credit  of  the  Society  at  its  bank." 
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2.  "  Resolved,   that    the   Clinical    Society   of    London,   in 

handing  over  its  '  Archives '  to  the  Eoyal  Society  of 
Medicine,  expresses  a  Avish  that  these  '  Archives  ' 
may  be  entrnsted  to  the  keeping  of  the  Clinical 
Section  of -the  Royal  Society  of  Medicine." 

3.  "Resolved,   that    the    Clinical   Society   of    London   be 

discontinued,  and  is  hereby  dissolved." 
The  resolutions  were  voted  upon  in  turn,  and  each  was 
carried  unanimously. 

H.  H.  Cluttox. 
Walter  G.  Spencer. 
Archibald  E.  Garkod. 


MlXLTES     RELATINXt     TO     THE     LeTTER    OF     COXGKATULATIGX     SENT 

TO  Lord  Lister. 

At  a  meeting  of  the  Clinical  Society,  held  at  20,  Hanover 
Square,  on  Friday  evening,  April  12th,  1907,  Mr.  Charters 
Symonds,  Vice-President,  in  the  chair,  the  Chairman  read  a 
draft  prepared  by  tlie  Council  of  a  letter  to  Lord  Lister,  Past 
President  of  the  Society,  congratulating  him  on  the  eightieth 
anniversary  of  his  birth.  Having  been  submitted  from  the 
Chair,  the  form  of  the  proposed  letter  Avas  approved  by  the 
Society,  and  it  was  arranged  that  it  should  be  signed  by  the 
President  and  Honorary  Secretaries  and  forwarded  to  Lord 
Lister. 


At  a  meeting  of  the  Clinical  Society,  held  at  20,  Hanover 
Square,  on  Friday  evening,  May  10th,  1907,  Mr.  H.  H. 
Clutton,  President,  in  the  chair,  the  President  read  a  reply 
from  Lord  Lister  to  the  letter  of  congratulation  sent  to  him 
on  behalf  of  the  Society.     The  reply  was  as  follows  : 


{See  next  page.) 
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PKESIDEXTIAL   ADDRESS 
ON   ADOLESCENT   OR  LATE  RICIvETS 

DELIVERED    AT    THE 

CLINICAL  SOCIETY  OF  LONDON 

ON    OCTOBER    12th,   1906. 

BY 

H.    H.    GLUTTON,    M.A.,    M.C.Cantab., 
F.R.C.S.Eng., 

PRESIDENT. 

With  Plates  I— IV. 


t^  EXTLEMEX, — I  beg  to  Avelcome  you  to  this  Society  for 
^  anotliei"  session  and  hope  that  much  pleasure  and  profit 
may  accrue  to  those  who  take  part  in  our  deliberations.  I 
cannot  help  wishing  that  more  men  would  come  and  discuss 
the  cases  that  ai-e  presented  to  the  Society,  for  I  feel  confident 
that  in  attempting  to  correct  others  in  their  errors  we  end  in 
correcting  ourselves.  It  is  very  curious  to  notice  the  number 
of  members  who  come  to  see  patients  on  the  clinical  evenings 
and  how  few  of  them  remain  to  ask  questions  of,  or  to  criticise 
the  opinions  of,  the  exhibitors.  Is  it  possible  that  in  the 
hurry  of  work  men  no  longer  wish  to  discuss  their  cases  ?  I 
should  be  sorry  to  think  that  they  have  lost  interest  in  clinical 
medicine  and  surgery,  for  there  must  always  be  two  sides,  if 
not  more,  in  every  question  of  difficult  diagnosis.  It  is 
customary,  as  you  know,  for  the  President,  when  elected  for 
a  second  year  of  office,  to  give  an  address.  First,  let  me 
thank  you  for  giving  me  the  opportunity  of  assisting  to  make 
our  meetings  successful.  Secondly,  forgive  me  for  having 
taken  the  liberty  of  somewhat  departing  from  orthodox  lines 
by  starting  a  discussion  instead  of  giving  an  address  on 
general  principles.  However,  I  hope  the  subject  which  I  have 
chosen  will  be  interesting  to  physicians  and  surgeons  alike. 
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Attention  -was  first  called  in  England  to  the  subject  of  late 
or  adolescent  rickets  by  Dr.  F.  G.  D.  Drewitt,  who  showed 
a  boy,  ?et.  10,  at  the  Pathological  Society  of  London  in 
November,  1880.  The  boy,  who  Avas  under  the  care  of  Dr. 
W.  B.  Cheadle  at  the  Children's  Hospital,  died  two  years 
afterwards,  and  the  i-iosf-mortevi  examination,  made  by  Sir 
Thomas  Barlow  and  Dr.  John  Abercrombie,  showed  that  the 
disease  was  undoubtedly  one  of  true  rickets.  A  few  cases 
have  been  recorded  since  then,  but  in  some  of  them  a  con- 
fusion seems  to  have  arisen  in  the  diagnosis  between  rickets 
and  osteomalacia.  I  do  not  wish  to  argue  about  any  in- 
dividual case  previously  recorded,  but  rather  to  proceed  with 
those  which  I  have  in  hand.  It  is  of  some  importance  that 
Ave  should  be  able  to  assert  without  fear  of  contradiction  that 
rickets  may  appear  during  the  adolescent  period  of  life,  for  it 
is  not  so  long  ago  since  this  possibilit}'  was  either  ignored  or 
denied.  The  importance  of  being  able  to  ascribe  a  certain 
proportion  of  bony  deformities  that  are  seen  in  adult  life  to 
their  true  cause  will  be  obvious  to  us  all.  I  am  not  now 
wishing  to  assert  that  such  and  such  cases  of  adult  deformity 
are  due  to  adolescent  rickets,  but  rather  to  show  what  rickets 
can  produce  in  the  way  of  deformity  during  the  adolescent 
period  of  life,  and,  if  unrelieved,  the  possible  deformity  in 
the  adult  skeleton  when  all  signs  of  the  original  cause — 
namely  rickets — have  disappeared.  The  majority  of  the 
cases  of  coxa  vara,  genu  valgum,  and  allied  cases,  which  are 
ordinarily  put  down  to  static  deformity  of  adolescence,  are 
in  reality  due  to  the  same  kind  of  imperfect  ossification 
which  occurs  in  rickets.  But  ver^-  few  indeed  show  the  same 
condition  at  the  epiphysial  lines  which  is  seen  in  infantile 
rickets.  Hence  they  are  not  usually  ascribed  definitely  to 
this  disease.  I  imagine  the  difference  is  only  one  of  degree. 
The  faulty  metabolism  which  in  its  milder  form  may  produce 
a  soft  bone,  which  yields  to  the  weight  of  the  body,  may 
in  a  more  severe  degree  result  in  a  greater  and  more  per- 
manent change  in  the  bon}'  framcAvork  of  the  body.  In  the 
former  case  the  bones  are  not  suflicientl}'  ossified,  and  yield 
such  deformities  as  coxa  vara,  genu  valgum,  and  boAv  legs, 
but  the  epiphysial  lines  do  not  show  the  proliferation  of 
unossified  cartilage  which  Ave  recognise  as  characteristic 
of  rickets.  When,  however,  the  epiphyses  do  shoAv  this  con- 
dition there  is  little  or  no  difficulty  in  stating  that  the  case  is 
one  of  rickets,  and  as  a  result  Ave  may  exj^ect  to  find,  not  only 
the  same  deformities  already  mentioned,  but  also,  after  a 
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PLATE   I. 
Illusti-atiiig  Mr.  Glutton's  Cases  of  Adolescent  Rickets. 

Fig.  1. — Photograph  of  Case  1. 

Fig.  2. — Radiograph  from  above  case  showing  curves  at  the  knee. 
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proloiig-ed  cuntimiance  of  the  same  coiulitiou  at  the  epiphysial 
lines,  some  oi  the  extraordinary  deformities  seen  in  adult 
life.  The  object  of  this  paper,  therefore,  is  to  show  that  all 
the  ordinary'  signs  of  infantile  rickets,  so  far  as  regards  the 
bones,  rnay  exist  in  the  adolescent  period  of  life,  and  that 
they  may  continue  for  many  years.  The  history  of  the 
patient  may  prove  either  that  rickets  did  not  exist  in  child- 
hood, or,  assuming  the  histor}-  in  some  cases  to  be  imperfect, 
that  rickets  must  be  said  in  the  latter  evetit  to  have  con- 
tinued from  infancy  to  adult  life,  or  to  have  been  in  abeyance 
for  a  time  and  to  have  reappeared  at  the  age  of  puberty,  for 
in  the  case  I  am  recording  at  the  age  of  twentv-one  vears 
we  have,  I  think,  positive  evidence  of  the  exact  condition  of 
the  bones  by  means  of  X  i-ays.  It  was  not  possible  before 
the  discovery  of  these  rays — except  in  the  rare  occasion  of  a 
post-mortem  examination — to  prove  the  presence  of  active 
rickets  in  the  epiphyses.  Consequently  the  case  I  first 
recorded  under  the  name  of  late  rickets  in  1884  lacked  the 
confirmation  I  have  been  able  to  obtain  in  the  present  cases. 

Case  1  (PI.  I,  fig.  1). — The  patient  was  sent  to  me  by  Mr. 
A.  C.  Kobinson,  and  was  admitted  into  St.  Thomas's  Hospital 
under  my  care  in  February,  1904.  The  history  taken  by  my 
dresser,  Mr.  J.  H.  D.  Acland,  was  as  folloAvs  :  The  patient, 
pet.  21,  Avas  of  Italian  parentage  on  his  father's  side,  and  the 
second  child  of  a  family  of  five,  none  of  whom  were  the 
subject  of  rickets  in  infancy.  Dentitiqu  was  not  delayed  and 
he  began  to  walk  at  the  usual  time.  There  was  no  enlarge- 
ment or  curvature  of  the  long  bones  during  childhood. 
Between  the  ages  of  eleven  and  tAvelve  years  the  patient  was 
first  noticed  b}'  his  parents  to  walk  badly.  He  was  at  that 
time  taken  to  one  of  the  orthopaedic  hospitals,  where  he  was 
ordered  steel  supports  for  genu  valgum  of  both  limbs.  These 
he  wore  for  two  years  without  any  apparent  improvement. 
He  Avas  then  taken  to  Guy's  Hospital — about  five  years  ago, 
at  the  age  of  sixteen  years — where  osteotomy  of  both  femora 
Avas  pei'formed  by  Mr.  J.  N.  C.  Davies-Colley,  and  plaster- 
of-Paris  Avas  applied  for  three  months.  After  this  treatment 
the  loAver  limbs  Avere  quite  straight  and  remained  so  for 
three  years — i.e.  till  tAvo  years  ago.  At  this  time,  at  the  age 
of  nineteen  years,  the  left  femur  Avas  noticed  to  be  bending 
again,  and  an  "iron"  Avas  ordered,  Avhich  seemed  to  correct 
the  deformity.  About  nine  months  ago,  at  the  age  of  tAventy 
years,  the  legs  began  to  drop  backAvards  at  the  knees.     The 
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right  leg,  which  had  no  support,  rapidly  showed  the  greater 
deformity.  His  parents  were  not  poor  people,  so  that  he  had 
always  been  well  fed.  There  is  one  point  in  his  history 
which  should  be  mentioned  here,  as  it  illustrates  one  of  the 
possible  contributory  causes  for  this  trouble.  His  school  life 
had  been  a  hard  one.  He  had  had  to  walk  three  miles  from 
his  home  to  school  and  three  miles  back.  He  had  woi^ked 
at  night  till  eleven  o'clock,  and  had  gained  a  scholarship  by 
examination  as  a  result.  He  left  school  at  sixteen  3'ears  of 
age,  and  became  a  clerk  in  the  City,  Avorking  at  a  desk  from 
10  a.m.  to  6  or  8  p.m.  His  young  life  had  therefore  been  a 
strenuous  one. 

At  present  (February,  1904)  the  patient  is  a  feeble- 
looking",  narrow-chested  vouth  Avithout  hair  on  his  face, 
looking  nuich  younger  than  his  age  of  twenty-one  years. 
His  occupation  is  that  of  a  clerk  in  an  office,  where  he  is  able 
to  do  an  ordinary  day's  Avork.  His  weight  is  6  st.  bh  lb.,  and 
his  height  5  ft.  \  in. 

In  looking  at  PI.  I,  fig.  1,  it  will  be  noticed  that  all  the 
epiphyses  appear  to  be  larger  than  normal.  But  the  most 
striking  featui-e  in  the  anatomy  of  the  patient  is  the  deformity 
at  the  knees,  Avhich  appear  at  first  sight  to  have  undergone 
some  displacement  at  the  joints  or  at  the  epiphyses.  The 
radiographs  taken  by  Dr.  A.  H.  Greg  at  St.  Thomas's 
Hospital  show  most  distinctly  that  the  deformity  is  due  to 
an  antero-posterior  curvature,  of  which  the  articulation  is 
the  centre,  and  that  the  bending  has  taken  place  in  each 
bone  on  the  diaphysial  side  of  the  epiphyses.  In  PI.  I,  fig.  2, 
the  combined  curvatures  of  the  femora  and  tibiiB  give  one 
the  general  impression  of  genu  recurvatum  in  both  lower  ex- 
tremities. In  looking  for  an  explanation  of  these  curvatures 
it  Avill  be  seen  that  the  radiograph  shows  an  imperfect 
ossification  of  the  shafts  of  both  femora  and  tibiae.  The 
ends  of  their  diaphyses  adjoining  the  epiphyses  are  large 
and  bulbous,  but  they  have  only  a  thin  shell  of  bone.  The 
epiphyses  themselves  are  not  far  removed  from  the  normal 
condition  for  the  age  of  the  patient,  except  that  the  line  is 
more  distinct  than  it  should  be.  Much  the  same  condition 
is  seen  in  the  upper  end  of  the  left  humerus,  which  is 
probably  curved  from  muscular  action.  Indeed,  at  one 
spot— the  apex  of  the  curve — the  cortical  bone  appears  to  be 
absent.  There  is  no  marked  proliferation  at  the  epiphysial 
lines,  such  as  you  would  expect  to  see  in  the  acute  stage  of 
active  rickets.      They  would  rather  give  one  the  impression 
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PLATE   II. 
Illustrating  Mr.  Glutton's  Oases  of  Adolescent  Rickets. 

Fig.  1. — Radiograph  of  the  wrist  in  Case  1. 

Fig.  2. — Radiograph  of  the  ankle  in  the  same  case. 
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of  the  acute  stage  having  passed  away^  leaving  behind  a  very- 
feeble  diaphysis  at  that  part  which  immediately,  adjoins  the 
epiphysis.     In  confirmation  of  this  view  of  the  case  we  have 
only  to  turn  to  the  radiographs  of  the  wrists  (PI.  II,  fig.  I), 
when  we  see  that  the  epiphyses  of  both  the  long  bones  are 
in  exactly  the  same  condition  as  are  those  of  young  children 
Avho    are    the    victims    of    active   rickets.     There  is  marked 
proliferation    of   imperfect  bone  with   very  considerable  en- 
largement at  the  epiphysial  line,  and  the  adjoining  dinpliysis 
is  feeble,  but  has   no  marked    swelling,  as    is    seen    in   the 
femur.     'J'he  bones  of  the  forearms  have  not  become  curved, 
as  they  have  not  been  forced  to  carry  weight,  as  in  the  case 
of    the    lower    extremities.       The    skull    shows    no    changes, 
probably  because  ossification  was  complete  before  the  onset 
of  the  disease.     Coxa  vara  does  not  exist,  possibly  for  the 
same  reason.     The  curvatures  of  the  femora  and  tibia3,  which* 
are  so  close  to  the  epiphysial  lines,  suggest   that  imperfect 
ossification  has  been  going  on  for  some  years.     The  result  of 
such   feeble    ossification  is   shown  in   the  skiagrams  by  the 
hollow  shaft  in  the  part  immediately  adjoining  the  epiphysis, 
and  by  the  fact  that  this  is  the  part  which  has  yielded  to  the 
weight  of  the  body  and  produced  a  well-marked  curvature. 
In  the  case   of  the  left  humerus  the    cvirvature    is   a  little 
further  removed  from  the  epiphysial  line.     The   disease  in 
the  wrists  appears,  on  the  other  hand,  to  be  more  recent  and 
to  be  still  in  the  active  stage,  and  without  such  evidence  as 
they  give   one  might  possibly  doubt  whether  after  all  the 
curvature   at  the   knees   and   shoulder   was    due    to    rickets. 
These  beautiful   skiagrams  by  Dr.  Greg,  to  whom  I  am  so 
much  indebted,  were  taken  in  1904,  and  he  has  been   good 
enough  to   repeat  the  whole  series  in   1906.      There  is  not 
much  change  in  the  bones  at  the  knees,  except  that  ossifica- 
tion is  a  little  more  complete,  but  at  the  wrists  it  is  interesting 
to  see  a  distinct  improvement  as  regards  the  rachitic  invasion 
of  the  diaphyses. 

In  a  similar  case,  Avhich  I  recorded  in  Vol.  XIV  of  St. 
Thomaa's  Hosjyital  Reports,  1884,  the  same  sequence  of  events 
took  place.  There  was  a  complete  absence  of  any  history  of 
deformity  or  enlargement  of  bone-ends  in  early  childhood, 
but  just  before  the  onset  of  puberty  the  wrists  were  for  the 
first  time  noticed  to  be  enlarged.  The  girl  was  lost  sight  of 
at  the  age  of  fourteen  years,  so  that  I  am  unable  to  report 
the  condition  of  her  bones  at  the  age  of  twenty  years.  There 
were  already  some  slight  curvatures  of  the  long  bones  in  the 
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lower  extremities  at  the  age  of  twelve  years,  but  I  cannot 
say  that  they  assumed  the  proportions  later,  as  in  the  case 
now  recorded.  In  1884  we  had  no  means,  such  as  now  exist 
b}'  X  rays,  of  knowing*  the  exact  structure  of  the  bones. 

In  the  present  case  the  normal  process  of  ossification 
appears  to  have  commenced  to  go  wrong  at  about  the  same 
age.  Deterioration  advanced  still  further  from  imperfect 
metabolism,  continued  for  some  years,  till  finally  the  bones 
were  not  strong  enough  to  carry  the  weight  of  the  body. 
This  appears  to  have  reached  its  climax  between  the  ages  of 
nineteen  and  twenty-one  years,  and  the  same  imperfect 
structure  exists  at  the  present  time,  when  the  patient's  age  is 
twenty-three  years.  But  the  bones  are  not  all  in  the  same 
condition.  In  some  of  them,  as,  for  example,  at  the  wrists, 
the  epiphyses  of  the  radius  and  ulna  shoAved  signs  of  active 
rickets  in  1904,  Avhich  could  scarcely  be  the  case  if  the  disease 
had  been  arrested.  It  is  difficult  to  believe,  even  apart  from 
the  history,  that  these  wrists  can  have  been  in  this  condition 
from  infancy.  And  now,  in  1906,  they  show  some  signs  of 
recovery.  In  the  shoulder  and  in  the  lower  extremities  the 
shafts  of  the  long  bones  show  less  bone  than  usual  within  an 
attenuated  cortex  (PI.  II,  fig.  2).  This  is  especially  the  case  at 
the  parts  nearest  the  epiphyses  which  have  yielded  to  pressure. 
The  epiphyses  themselves,  on  the  other  hand,  do  not  show  any 
proliferation  of  imperfect  bone,  such  as  that  seen  in  the  radius 
and  ulna.  The  present  condition  of  these  bones  of  the  shoulder 
and  lower  extremities  indicates  that  recovery  is  taking  place, 
and  that  the  damage  done  to  the  diaphyses  has  been  continuous 
in  action  over  many  years.  The  contrast  in  this  respect 
between  some  of  the  bones  of  the  upper  and  lower  extremities 
is  very  marked,  and  confirms,  I  think,  the  impression  of  the 
persistent  character  of  this  particular  case  of  adolescent 
rickets. 

Another  feature  of  some  importance  should  be  noticed  : 
none  of  these  bones  show  any  indication  of  sclerosis,  even  in 
those  in  which  there  is  some  evidence  of  a  tendency  towards 
recovery,  nor  are  there  any  buttresses  of  bone  thrown  out  on 
the  concavity  of  the  curvatures.  In  infantile  rickets,  on  the 
other  hand,  the  bones  as  a  general  rule  show  marked  sclerotic 
changes  after  a  few  years,  especially  towards  the  period  when 
recovery  is  taking  place.  Those  of  us  who  have  done  much 
osteotomy  will  remember  the  great  difference  there  is  in  trying 
to  drive  a  chisel  or  saw  through  the  bones  of  different  cases 
of  rickety  deformities. 
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An  analysis  of  the  urine  that  Avas  passed  during  twenty- 
four  hours  was  made  by  Dr.  A.  W.  Ci'ossley,  consulting 
chemist  to  the  hospital,  on  Februaiy  22,  1904.  The  total 
amount  of  urine  was  495  c.c.  It  did  not  contain  jdbuminoses. 
Its  specific  gravity  was  1027  ;  calcium  as  CaO,  0*0640  grm. ; 
and  phosphoric  acid  P^Oj,  0"9595  grm.  The  average  of 
calcium  should  be  0"30  grm.,  and  phosphoric  acid  2'5  grm. 
It  will  thus  be  seen  that  the  calcium  and  phosphoric  acid 
Avere  below  the  normal  amount.  This  is  what  one  might 
expect  in  this  stage  of  the  disease,  where  the  changes  in  the 
bone  have  already  taken  place. 

Case  2. — In  January,  1906,  my  attention  was  kindly  called 
by  Dr.  W.  S.  Colman  to  another  case,  which  serves  as  a  very 
useful  contrast  to  that  of  the  patient  whom  I  have  just 
described.  Dr.  Colman's  patient  Avas  a  girl,  aet.  13,  living  in 
Lambeth,  Avhose  history  may  be  given  as  f  oIIoavs  :  She  was 
the  fourth  child  in  a  family  of  eight,  and  was  breast-fed  for 
the  first  fifteen  months  of  her  infant  life,  and  for  the  foUowincr 
nine  months  was  generally  in  bed  with  measles,  bronchitis, 
and  whooping-cough.  During  this  time  she  was  constantly 
sick  and  took  no  solid  food.  She  may  therefore  be  said  to 
have  had  every  inducemeut  to  fall  a  victim  to  infantile 
rickets.  But  so  far  as  the  history  can  be  relied  upon,  there 
were  no  enlargements  of  bone-ends  or  curvatures  of  limbs. 
Nor  were  there  any  other  indications  of  rickets,  except  the 
fact  of  being  ill  till  two  years  of  age.  After  this  period  she 
recovered  her  health  and  seemed  like  other  children.  In 
Xovember,  1905,  when  she  was  thirteen  years  of  age,  her 
mother  first  noticed  that  her  ankles  were  SAVollen,  and  in 
December  that  her  knees  had  a  peculiar  shape.  She  Avas 
also  at  this  time  restless,  irritable,  and  subject  to  profuse 
sweats  at  night.  She  Avas  brought  to  the  hospital  in  January, 
1906,  as  her  joints  Avere  getting  Avorse  and  walking  Avas  pain- 
ful. In  appearance  she  Avas  a  healthy-looking  child  Avho 
showed  no  indication  of  having  been  infected  by  infantile  or 
hereditary  syphilis,  and  she  had  no  albumen  in  her  urine. 
With  regard  to  hereditary  syphilis,  although  the  one  existino- 
central  incisor  looked  at  first  sight  suspicious,  it  could  not  be 
considered  typical.  Mr.  J.  H.  Fisher,  ophthalmic  surgeon  to 
the  hospital,  found  no  evidence  of  hereditary  syphilis  on 
careful  examination  of  the  eyes.  On  examination  of  the 
limbs  she  AA'as  found  to  haA^e  all  the  ordinary  signs  of  rickets, 
such  as  you  expect  to  see  in  infancy.     All  the  long  bones  of 
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the  lower  extremities  sliowed  some  degree  of  irre,yularitT  and 
enlargement    at    the    epiphysial    ends.       Knock-knee   was   a 
conspicuous  deformity,  and  there  was  a  slight  curvature  just 
above   each   ankle.     These    deformities    did  not  involve  the 
shafts  in    any  way,  but  were  entirely  confined  to  the  ends 
of  the  bones.     The  upper  extremities,  with  the  exception  of 
the   clavicles,   had  no    curvatures    of    any    kind,  whilst   the 
epiphyses  and  the   adjoining  parts  of  the  shafts  were   dis- 
tinctly  enlarged.      The    sternal    ends    of   the    clavicles  were 
swollen  and  the  natural  curves  were  increased.     The  absence 
of  curvatui-e  in  the  forearms,  whether  in  the  shafts  or  at  the 
epiphyses,  is  in  accordance  with  the  generally  accepted  view 
that  in  infancy  this  occurs  from  crawling-  on  the  floor.     In 
adolescence,  thei'efore,  one  Avould  not   expect  to  see  such  a 
deformity.     On  careful  examination  of  the  skiagrams  it  will 
be  seen  that  the  disease  is   most  marked  on  the  diaphysial 
side  of  the  epiphyses,  that  the  swelliug  is  due  to  a  prolifera- 
tion of  imperfect  bone  at  the  expense  of  the   diaphysis,  and 
that  the  deviation  from  the  straight  line  in  the  lower  limbs 
is  really  the  result  of  the  want  of  support  on  the  side  of  the 
epiphysis    most    affected.       If    the    skiagrams    of    this — the 
younger — patient  are   compared  with  those  of  the  older  one 
just  recorded  it  Avill  be  seen  that  the  shafts  of  the  long  bones 
in  the  younger  patient,  set.  13,  are  of  normal  density  for  this 
age,  and  are  not  curved,  but  that  the  deformity  is  confined 
to  the  junction   of  the  epiphysis  with  the  diaphysis.     This 
is  best  seen  at  the  ankle  (PI.  Ill),  where  at  first  sight  there 
would  appear  to  be  a  curvature  above  the  malleolar  arch  of  the 
tibia,  but  the  X  rays  show  that  this  apparent  curve  is  really 
due  to  a  want  of  true  bone  on  the  inner  side  of  the  diaphysis. 
The  skiagrams  of  the   older  patient,  aet.   21,   show  a  large 
hollow  and  curved  bone  for  some  inches  above  the  epiphysial 
line.     This  is  what  one  would  expect  if,  as  I  am  suggesting, 
this  form  of  rickets  arises  about  the  age  of  puberty.     Bone 
already  formed   Avould   not,   I   imagine;   be   altered    by  this 
disease.     In  the  younger  subject,  therefore,  the  shaft  itself 
would  be  nearly  or  quite  normal,  whilst  in  the  older  patient, 
in  whom  the  disease  had  existed  for  from  seven  to  nine  years, 
and    wdio    has    well-marked    evidences   still   existing    at    the 
wrists,  the   shaft  of  the  long  bones  would  be  considerably 
altered    from    the    prolonged    imperfect    ossification    at    the 
epiphysial  lines,  and  would  thereby  be  liable  to  bend  from 
the  weight  of  the  body.     It  seems  also  as  if  the  presence  of 
the  disease  prevents  the  fusion  which  would  otherwise  take 
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Eadiogi-aph  showing  the  ankle  in  Case  2. 
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Illustrating  Mr.  Glutton's  Cases  of  Adolescent  Eickets. 

Radiograph  of  the  wrists  in  Case  3. 
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place  between  the  epiphysis  and  the  shaft.  For  there  is  still. 
a  wide  gap  at  the  epiphysial  line  in  some  of  these  bones, 
even  in  those  in  which  there  is  no  proliferation  of  unossified 
bone,  where  there  should  be  only  a  faint  line  at  the  age  of 
twenty  years. 

In  Case  2  osteotomy  of  the  left  femur  was  done  in  October, 
1906.  This  was  followed  by  impei-fect  union,  and  she  left  the 
hospital  in  a  steel  support.  She  returned  in  June,  19U7, 
having  sustained  fracture  of  the  right  femur  from  a  fall.  It 
was  then  found  that  there  was  still  only  fibrous  union  of  the 
left  femur. 

Case  3. — This  case  was  kindly  reported  to  me  by  Mr. 
C.  A.  R.  Nitch,  resident  assistant  surgeon  to  St.  Thomas's 
Hospital.  The  patient,  set.  12,  was  an  only  child.  As  an 
infant  she  was  bottle-fed,  as  her  mother  died  soon  after  her 
birth.  There  were  no  signs  of  rickets  in  infancy,  and  her 
health  was  good.  Genu  valgum  was  first  noticed  in  June, 
1905,  and  she  was  taken  to  the  hospital  a  few  weeks  later. 
There  were  no  sig-ns  of  active  rickets  when  she  was  admitted 
in  July.  The  epiphyses  were  not  enlarged  and  there  was  no 
albumen  in  the  urine.  Double  osteotomy  was  performed  by 
Mr.  Nitch  in  August,  and  the  bones  united  well.  About  the 
middle  of  July,  1906 — i.e.  one  year  after  operation — the 
wrists  were  first  noticed  to  be  swollen,  and  when  seen  at 
the  end  of  September  by  Mr.  Nitch  there  Avas  a  definite 
enlargement  of  both  radius  and  ulna  at  each  wrist.  No  other 
bones  were  affected,  and  there  was  no  albuminuria.  Dr.  Greg 
by  the  X  rays  found  chtmges  typical  of  rickets  in  both  wrists, 
more  marked  in  the  ulna  than  in  the  radius.  All  the  other 
bones  examined  were  normal.  If  you  look  at  the  skiagram 
(PI.  lY)  of  the  Avrists  you  will,  I  think,  see  confirmation  of 
the  history  that  has  been  given — namely  a  duration  of  only 
a  few  months.  'J'here  are  a  sharp  margin  and  cup-shaped 
edge  at  the  lower  end  of  the  ulna.  In  the  more  advanced 
case  last  seen  the  lower  edge  of  the  diaphyses  has  lost  its 
definition.     The  shaft  is,  of  course,  of  normal  density. 

It  Avould  be  extremely  interesting",  and  important  to  our 
patients  and  their  friends,  if  we  could  explain  how  and  why 
this  disease  arises.  I  cannot  pretend  to  be  able  to  do  this, 
but  I  should  like  to  make  a  few  remarks. 

Adolescent  rickets  must,  I  think,  be  looked  upon  as 
practically  the  same  disease  as  infantile  rickets,  modified  in 
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some    respects    by    the    age    of    tlie   patient.      The    question 
naturally'  arises  as  to  whether  the  adolescent  form  is  merely 
a  continuation   of  infantile   rickets   or   entirely   a  fresh  and 
distinct  development.    It  might,  of  course,  be  a  recrudescence 
of  what  the  child  had  suffered  in  infancy.    Against  this  latter 
view  is  the  fact  that  on  recovery  from  infantile  rickets  the 
bones  are,  as  a  rule,  sclerotic,  a  condition  in  which  one  would 
imagine  a  relapse  would  be  unlikely  to  occur.      On  the  other 
hand,  if  it   be   considered  to  be   a   continuation  of  infantile 
rickets,  the  first  attack  must  have  been  very  mild  in  severity 
and  without    any  tendency   to   recovery.      For    there    is    no 
history  to  be  obtained  of  sufficient  severity  by  which  we  can 
say    definitely    that    the    patient    has    suffered   from  rickets 
in  infancy.     I  am  inclined,  therefore,  to  look  upon  adolescent 
rickets  in  many  cases  as  a  distinct  development  of  the  same 
disease  arising  in  circumstances  which  are  chiefly  due  to  the 
age  of  the  patient.     If  this  be  accepted  we  must  assume  that 
rickets  may  arise  at  any  age  from  infancy  to  adolescence. 
In  a  ffreat  measure  one  would  imagine  the  same  causes  Avould 
be    at  work    to    produce    the    same    changes    in    the    bones. 
Although  we  naturally  attribute  to  diet  the  main  responsibility 
for   infantile  rickets,  we  do   not   deny  the  influence   of   the 
hygienic  surroundings  of  the  patient's  home.     In  fact,  what- 
ever interferes  with  metabolism  of  the  body  would  be  likely 
to  prevent  the  normal  development  of  the  bones.     One  of  the 
most  important  of  these  influences  upon  metabolism  must  be 
the   higher  nerve-centres  which,  nnimportant  in  infancy,  are 
quickly  developing  towards  the  age  of  puberty.     AVe  must, 
therefore,  I  think,  acknowledge  that  new  factors  arise  which 
are  scarcely  present  in  infancy,  and  Avhich   are  of  as   much 
importance  as  food,  if  not  more.     The  period  of  from  twelve 
to  fourteen  years  of  age  is  a  time  of  great  intellectual  stress 
from  the  educational  point  of  view,  and  anyone  who  has  seen 
much   of  children  will  know  what  this  may  mean  to  many. 
In  some  children  the  competition  of  school  life  may  pi-oduce 
all  sorts  of  nerve  trouble,  from  insomnia  and  night-terrors  to 
epileptiform    convulsions    or   facial   distortion    and   mimicry. 
The  same  intellectual   strain  and  competition  will  continue 
throughout    the    adolescent    period    of   life   or   even    longer. 
This  is  more  important  than  diet  at  this  age,  for  if  it  be  a 
cause  of  this  trouble  it  is  difficult  to  eliminate,  and  accounts 
perhaps  for  the  long  continuance  of  the  adolescent  cases.     It 
is  noticeable  that  in  two  of  my  patients  diet  can  have  had 
but  little  influence,  as  they  were  the  children  of  fairly  well- 
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to-do  parents.  In  the  first  case  there  is  evidence  of  prolonged 
mental  strain  during  school  life,  and  in  the  second  the  patiezit 
had  reached  the  sixth  standard  of  the  board  school  at  from 
twelve  to  thirteen  years  of  age.  The  latter  fact,  perhaps, 
only  proves  that  she  was  not  a  backward  child. 

Sexual  development  is  another  factor  and  may  have  a  far- 
reaching  effect.  It  is  difficult  to  judge  of  this,  but  in  one 
of  my  patients  (in  a  case  recorded  in  1886)  premature  sexual 
development  was  a  marked  feature.  Want  of  air  and  exercise 
must  also  have  a  definite  influence  when  once  the  disease  has 
started,  and  may  therefore  be  considered  as  a  contributory 
cause.  It  probably  has  also  a  primary  influence  among  the 
poor.  I  would  look,  therefore,  for  a  variety  of  causes  to 
produce  such  results  as  are  seen  in  the  patient,  whose  age  is 
now  twenty-three  years  and  whose  wrists  showed  signs  of 
active  rickets  two  years  ago. 

There  does  not  appear  to  be  any  special  treatment 
applicable  to  cases  of  adolescent  rickets.  The  habits  and 
conduct  of  the  patient  must  be  inquired  into  and  action  taken 
in  accordance  with  what  is  discovered.  Diet,  education,  and 
fresh  air  are  likely  to  be  the  most  important  points  for  inquiry. 
I  am  inclined  to  think  that  correction  by  osteotomy  of  a 
deformity  due  to  this  disease  should  be  postponed  till  all 
active  signs  of  rickets  have  disappeared.  We  occasionally 
see  a  recurrence  of  deformity  after  correction  by  operation. 
It  is  possible  that  this  is  due  to  the  continuance  of  the  same 
disease  which  caused  the  deformity.  In  the  first  patient, 
now  aged  tAventy-three  years,  thyroid  extract  was  given  for 
six  months  last  winter.  I  cannot  say  for  certain  that  his 
improvement  is  due  to  this  drug,  but  the  fact  remains  that  he 
•  now  feels  stronger  than  he  has  done  for  some  years,  and  that 
his  lower  limbs  are  better  able  to  support  the  weight  of  his 
body.  The  bones  of  the  wrists  also  show,  I  think,  a  marked 
improvement  compared  with  their  condition  in  1904. 

There  are  a  large  number  of  radiographs  on  the  table 
besides  those  which  I  have  shown  by  the  epidiascope.  These 
were  all  taken  by  Dr.  Greg  and  presented  to  the  museums  of 
the  Royal  College  of  Surgeons  of  England  and  St.  Thomases 
Hospital.  I  am  indebted  to  Mr.  Shattock  for  the  opportunity 
of  showing  them  here  to-night.  There  are  also  two  specimens 
on  the  table.  One  is  from  the  museum  of  the  Royal  College 
of  Surgeons  of  England.  It  is  a  specimen  of  a  rickety  femur 
from  a  girl  a3t.  17,  and  was  presented  to  the  museum  by 
Mr.  E.  Muirhead  Little,  who  has  kindly  consented  to  say  a 
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few  words  on  the  subject.  The  other  specimen,  from  the 
Hospital  foi'  sick  Children,  Great  Orniond  Street,  is  a  femur 
from  a  child  a^t.  12,  who  was  under  the  care  of  Sir  Thomas 
Barlow  in  1887.  The  disease  had  been  noticed  from  the  age 
of  five  years.     The  patient  died  from  tuberculosis. 
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Illustrating  Mr.  E.  Miiirhead  Little's  Case  of  Adolescent  Kickets. 

Radiographs  showing  the  wrists. 


COMMUNICATIONS. 


I. — Case  of  Late  Rickets.      Bj  E.  Muiehead  LiTTLt;, 
F.R.C.S.,   introduced   by  the    President.      Read 
.    October  12,  190(3.     With  PI.  V. 

THE  patient,  Minnie  R.,  from  wliom  the  specimen  to  which 
the  President  has  referred  was  obtained,  was  a  female, 
fet.  17.  As  the  case  has  been  described  in  detail  elsewhere 
{Medical  Press  and  Circular,  May  23,  1906),  I  will  only 
briefly  mention  its  main  features.  She  was  quite  well  and 
able  to  ran  about  until  she  was  five  years  of  age,  when  her 
knees  began  to  give  way.  She  walked  about  in  insti'uments 
until  she  was  seven  years  old,  when  she  took  to  crutches. 
Her  right  femur  was  fractured  by  a  fall  when  eight  years  old 
and  her  left  one  a  year  later ;  they  united  well.  When  she 
came  to  hospital  in  1900  she  weighed,  although  not  thin, 
only  49|-  lb.  and  measured  recumbent  44  in.  Her  sexual 
development  was  very  backward.  The  urine  contained  nothing- 
abnormal,  but  was  markedly  deficient  in  calcium  salts.  She 
had  extreme  knock-knee  and  forward  bowing  of  the  femurs. 
Her  ribs  were  beaded,  and  her  wrists  and  the  lower  epiphyses 
of  the  femurs  were  enlarged.  These  latter  were  on  sub- 
sequent osteotomy  found  to  be  very  soft,  and  they  were  so 
pervious  to  the  X  rays  that  satisfactory  radiographs  were 
only  obtained  with  difficulty. 

I  should  like  to  call  attention  to  the  radiographs  of 
the  wrists,  which  are  reproduced  on  PI.  V.  They  show 
very  wide,  ill-defined  epiphysial  lines  and  distinct  cupping  of 
the  ends  of  the  diaphyses.  As  I  pointed  out  six  years  ago, 
this  cupping  is  characteristic  of  infantile  rickets  when  it 
alfects  the  ends  of  the  long  bones,  especially  the  lower 
ends  of  the  radius  and  ulna.  These  radiograjDhs — of  a  girl 
of  seventeen — are  very  much  like  those  of  a  child  of  two, 
the  subject  of  severe  rickets.  The  chief  differences  are 
that  in  the  latter  the  cupping  is  more  marked  and  the  epi- 
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physial  line  less  blurred.  The  patient  died  while  in  hospital 
with  acute  cerebral  symptoms.  Post  mortem  miliary  tubercle 
was  found  in  the  lungs.  One  femur  and  one  radius  were  sent 
to  the  Royal  College  of  Surgeons,  A  glance  at  the  specimen 
now  on  the  table  will  show  the  changes  characteristic  of 
rickets.  The  islets  of  cartilage  in  the  newly  formed  bone  are 
particularly  noticeable  and  characteristic. 

The  case  is,  I  think,  remarkable  for  the  very  long  con- 
tinuance of  the  disease  in  an  active  stage. 

The  bo}'  whom  by  the  courtesy  of  the  President  I  am 
permitted  to  show  to-night  offers  a  far  less  striking  picture 
than  did  Minnie  R.  The  following  are  short  notes  of  the 
case:  William  L.,  aet.  15^,  has  had  no  acute  disease  except 
pertussis  "when  four  years  old.  Xothing  else  wrong  ^vas 
noticed  until  he  was  eleven  years  old  and  attending  school, 
when  his  right  leg  began  to  give  way  and  the  knee  to  yield 
outwards.  He  suffered  no  pain  and  there  is  no  record  of 
over-strain  or  injury.  From  August,  1905,  until  February, 
1906,  he  wore  an  instrument  but  without  any  improvement  of 
the  deformity  resulting. 

He  is  a  well-nourished,  fairly  Avell  developed  lad,  5  ft. 
•3|  in.  in  height.  He  has  genu  varum  on  the  right  side. 
There  is  a  space  3^  in.  wide  between  the  knees,  which  is 
increased  to  5|  in.  when  he  stands  up.  The  head  of  the 
right  fibula  is  abnormally  prominent.  The  liver  and  spleen 
do  not  appear  to  be  enlarged.  His  forehead  is  rounded  and 
rather  prominent.  The  inner  ends  of  the  clavicles  and  of  the 
lower  ribs  are  enlarged,  but  the  chest  is  otherwise  well 
formed.  The  epiphyses  at  the  wrists,  knees,  and  ankles  are 
obviously  enlarged.  The  normal  curves  of  the  shafts  of  the 
femurs  appear  to  be  exaggerated.  A  radiograph  of  the  right 
knee  shows  that  the  bone  is  very  pervious  to  X  rays  and 
that  the  deformity  is  almost  wholly  due  to  an  outward  curve 
of  the  tibia  in  its  upper  fourth.  The  epiphysial  lines  are 
rather  blurred.  As  will  be  seen,  the  bones  at  the  wrist  throw 
an  X-ray  shadow  of  almost  normal  density,  but  the  epiphysial 
lines  are  a  little  wider  than  normal  and  the  lower  ends  of  the 
diaphyses  of  the  ulnae  are  somewhat  expanded  and  distinctly 
cupped. 

On  osteotomy  of  the  tibia  and  fibula  the  bones  proved  to 
be  quite  soft.  In  the  absence  of  a  more  definite  history  it  is 
impossible  to  affirm  or  deny  the  previous  occurrence  of 
infantile  rickets,  but  it  seems  to  me  clear  that  he  now  suffers 
from  adolescent  rickets. 
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II. — A  Principle  of  Treatment  suggested  for  some 
Untoward  Fractures,  especicdhj  of  the  Femur.  By 
E.  Diver,  M.D.     Bead  Noremher  9,  1906. 

IN  ordinary  treatment  of  fractures  of  the  thigli  the  effort  of 
the  surgeon  is,  from  the  very  first,  to  put  the  fractured 
bone  in  the  position  it  occupied  before  it  was  broken,  and  if 
he  cannot  do  this,  to  get  as  near  as  he  can  thereto,  then  to 
keep  it  so  for  callus  to  bind  it  permanently. 

The  suggested  treatment  is  not  like  that,  but  ratheuj 
when  suitable  apposition  cannot  be  secured,  to  get  the 
fragments  merely  to  touch  somewhere  at  their  broken  surfaces, 
not  making  it  by  any  means  an  essential  that  the  two  fragments 
shall  be  in  the  axis  of  a  perfect  bone.  Indeed,  they  may 
be  caused  to  form  an  angle  with  each  other,  and  so  the 
contour  of  the  limb  be  changed  for  a  while,  and  muscular 
action  sometimes  aids  to  maintain  and  to  streugthen  this 
apparently  inimical  state  of  things.  For  example,  say  the 
femur  is  broken  above  its  middle,  the  lower  fragment  drawn 
to  the  outer  side,  and  the  fracture  difficult  of  accurate 
permanent  adjustment.  In  treating  this,  separate  the  limb 
sufficiently  from  its  fellow,  then  so  place  it  that  the  top  of  the 
lower  fragment  will  catch  against  or  under  the  fractured 
surface  of  the  upper,  or  at  least  shall  be  near  thereto.  This 
position  would  truly  be  a  deformity  for  the  time  being ;  but 
muscular  action  would,  in  drawing  the  lower  fragment  up, 
make  the  contact  firmer.  Maintain  this  position  contact  until 
the  broken  ends,  Avith  consolidating  callus  about  them,  are 
beginning  to  unite  thus  crookedly.  Then  is  our  opportunity 
to  remove  the  deformity,  and  to  restore  the  bone  to  its 
natural  position  ;  and  this  is  proposed  to  be  done  by  graduated 
movement.  In  proceeding  to  this,  we  shall  be  aided  by 
another  natural  agency  ;  for  the  soft-solid  callus  holding  the 
fragments  together  will  yield  to  the  surgeon's  manipula- 
tions. Cautiously,  therefore,  move  the  limb  a  little,  then  give 
it  a  due  interval  of  rest.  This  over,  give  a  further  movement, 
and  so  on.  Each  movement  should  make  the  apposition 
more  exact  and  the  limb  straighter,  until  in  due  time  it  is  in 
symmetry  with  the  other.  Daring  each  interval  of  rest  the 
newly  acquired  position  of  the  fragments  will,  of  course,  have 
to  be  maintained. 

The  close  similarity  of  the  procedure  suggested  to  that  of 
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a  tenotomy  in  talipes  seems  to  give  fair  promise  of  similarly 
good  results.  As  to  appliances,  these  cannot  be  discussed 
in  detail,  but  must  be  left  to  the  ingenuity  and  the  common- 
sense  of  the  surgeon,  who  will  suit  them  to  his  particular 
case.  But  no  doubt  a  good  rule  and  one  universally  applicable 
is  to  dispense  with  all  one  can. 

In  dealing  with  a  fracture,  and  especially  a  fractured 
femur,  one's  object  is,  of  course,  to  save  the  patient  in  the 
end  from  needless  bodily  infirmity,  connoting,  as  all  infirmity 
does,  social  disadvantage  and  coincident  mental  suffering. 
The  satisfaction  which  we  feel  in  dismissing  a  patient  merely 
■\vith  a  "useful  limb,"  as  the  permanently  damaged  member 
is  euphemistically  stereotyped,  may  by  one  suggestion  and 
another,  when  approved  by  painstaking  verification,  give 
place  to  a  more  satisfactory  and  honourable  expression  still. 
And  this,  indeed,  is  my  apology  for  the  paper  1  am  reading, 
which  brings  a  mere  suggestion  before  the  Society.  It  seems 
to  me,  however,  better  that  I  should  make  my  suggestion 
rather  than  await  the  issue  of  any  case  I  might  treat ;  for, 
in  my  present  practice,  no  fracture  of  any  kind  may  ever 
more  fall  to  my  lot  ;  and  if  I  may  venture  to  mention  another 
personal  matter,  I  would  say  that  some  three  and  a  half  years 
ago  I  myself  suffered  from  a  fractured  thigh  at  the  middle 
third,  resulting  in  considerable  shortening,  which,  partly 
remedied  by  artificial  means,  has  left  me  with  the  "  useful 
limb "  formerly  mentioned.  A  further,  and  I  hope  better, 
issue  of  my  misadventure,  is,  that  thinking  over  the  subject, 
the  suggestion  which  forms  the  burden  of  my  paper  slowly 
formed  itself.  I  feel  assured  I  shall  have  this  meeting  with 
me  when  I  say  that  I  shall  feel  the  deepest  interest,  and 
much  gratitude,  to  learn  the  evidence  which  careful  proof 
of  the  suggestion  in  actual  fracture  may  give,  as  to  its 
usefulness  in  dealing  with  poor  folk  having  broken  thighs. 
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Ill, — Multiple  Stricture  of  the  Ileum.  Resection  ;  re- 
covery. By  C.  J.  Symoxds,  M.S.  Bead  November 
9,  1906.     With  PL  VI. 

GEORGE  W.,  set.  43,  was  seen  in  consultation  witli  Dr. 
Whitelaw,  of  Stoke  Xewington,  August  30,  1899.  _ 
He  stated  that  since  childhood  he  had  been  subject  to 
abdominal  pain.  He  married  at  twenty  and  his  wife,  a  most 
intelligent  woman,  says  he  began  by  having  one  or  two 
attacks  of  pain  a  year.  These  usually  came  on  at  night. 
The  pain  was  of  a  "  tight  "  character  and  was  accompanied 
with  coiling  of  the  bowel  and  much  noise.  He  was  relieved 
by  hot  fomentations  and  was  able  to  go  to  his  work  next  day. 
For  the  last  three  years  these  attacks  had  become  more  fre- 
quent and  for  the  last  three  months  he  had  scarcely  been  free 
from  pain,  and  in  addition  had  been  sick.  During  this  period 
he  had  lost  twenty  pounds  in  weight.  He  Avent  away  at  the 
beginning  of  August  for  fifteen  days.  For  the  first  six  he 
was  faix'ly  well  but  during  the  rest  of  the  time  was  frequently 
sick,  ejecting  chiefly  a  brown-coloured  fluid. 

On  August  30  he  looked  ill  and  emaciated  and  yet  possessed 
a  remarkable  vitality.  There  was  none  of  the  anaemia  that 
accompanies  diffused  malignant  disease  nor  was  there  the  lack 
of  energy.  The  abdomen  was  big,  and  on  being  handled 
large  coils  of  dilated  small  intestine  rose  up  and  could  be 
seen  moving  through  the  very  thin  abdominal  wall.  The  peri- 
staltic wave  was  accompanied  with  loud  gurgling  and  ended 
with  a  peculiar  sound  at  a  point  below  and  to  the  left  of  the 
umbilicus.  This  was  a  long  rushing  sound  as  of  fluid  passing 
through  a  small  orifice.  After  the  attack  was  over  the 
thickened  coils  could  still  be  felt,  nor  was  the  abdomen  much 
reduced  in  size.  The  outline  of  the  liver  could  not  be 
ascertained,  and  there  was  no  reason  to  think  it  enlarged. 
The  motions  were  fluid  and  fairly  frequent.  At  times  the 
intestine  seemed  to  empty  itself  and  there  was  relief  for  some 
hours.  The  rectum  was  empty,  nor  could  any  swelling  be 
felt  in  the  pelvis. 

The  number  and  situation  of  the  coils  indicated  the  small 
intestine  as  the  seat  of  obstruction.  Moreover  the  vomiting 
and  frequent  action  of  the  bowels,  with  the  absence  of 
toxa?mia,  were  opposed  to  obstruction  in  the  large  intestine — 
at  least,  to  any  part  below  the  hepatic  flexure,  and  from  my 
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own  experience  I  would  say  to  any  part  below  the  ileo-ctecal 
valve.  The  obstruction  was  of  the  chronic  variety  and  as  yet 
there  was  no  general  infection  from  oedema  of  the  walls. 

The  rapid  wasting  was  considered  to  be  due  to  the  sickness, 
to  the  loss  of  sleep,  and  the  general  lack  of  nourishment 
consequent  on  these  conditions,  and  not  to  the  cachexia  of 
malignant  disease. 

The  two  largest  coils  occupied  the  ileo-inguinal  regions, 
and  just  above  the  larger  and  left-hand  one  and  below  the 
umbilicus  the  sound  of  fluid  trickling  through  an  orifice  was 
heard.  Other  coils  were  seen  between  the  ensiform  cartilage 
and  the  umbilicus. 

The  patient  was  admitted  into  Guy's  Hospital  under  my 
care  on  August  31,  1899. 

On  September  3  the  abdomen  was  opened  above  the 
umbilicus  with  a  view  first  of  ascertaining  the  exact  nature 
and  position  of  the  obstruction.  I  thought  it  might  be 
necessary,  on  account  of  the  septic  nature  of  the  vomited 
materials,  to  drain  the  intestine  and  subsequently  to  anasto- 
mose or  resect.  He  had  been  ordered  enemata  the  day  before, 
and  the  intestine  was  so  well  emptied  that  it  was  possible  to 
proceed  at  once  to  the  complete  operation. 

Besides  the  dilated  coils  of  small  intestine,  a  large  sac, 
looking  very  much  in  size  and  shape  like  a  thickened 
stomach,  was  found  in  the  course  of  the  ileum.  At  either  end 
a  long  narrow  constriction  separated  it  from  dilated  and  thick- 
ened intestine  above  and  from  normal  intestine  below.  The 
bowel  being  practically  empty,  resection  was  at  once  performed. 
The  bowel  was  clamped  with  Doyen's  broad  ligament  clamps, 
without  rubber  covering.  The  mesentery  was  divided  close  to 
the  margin  of  the  bowel,  after  ligation  with  fine  silk  ligatures. 
The  thickened  and  dilated  bowel  on  the  proximal  side  was 
divided  almost  transversely,  being  left  a  little  longer,  as  usual, 
on  the  mesenteric  side.  The  distal  portion  was  cut  more 
obliquely,  so  as  to  fit  the  longer  proximal  end,  but  the  latter 
had  to  be  still  further  reduced  by  a  gusset  or  tuck.  Then 
the  ends  were  joined  by  two  continuous  silk  sutures,  the  first 
passing  through  all  the  coats,  the  second  the  ordinary  Lembert. 
Each  alternate  suture  was  knotted  to  prevent  pursing.  A 
few  additional  sutures  were  inserted  where  necessary.  The 
omentum  was  folded  over  the  junction  and  fixed  by 
sutures.  The  operation  was  well  borne  and  no  symptoms 
causing  anxiety  arose  later.  The  man  rapidly  gained  in 
weight ;  his  digestion,  always  difficult,  improved  at  once,  so 
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Illustrating  Mr.  C.  J.  Symonds'  Case  of  Multiple  Stricture  of  the  Ileum. 
Photograph  of  the  portion  of  ileum  excised. 
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that  he  has  been  able  to  take  the  usual  food.  As  stated  above, 
he  had  since  childhood  been  obliged  to  avoid  many  articles 
of  diet,  such  as  raw  fruit  and  potatoes,  and  had  taken  small 
and  dry  meals.  Within  a  few  Aveeks  of  operation  he  was 
able  to  indulge  freely  in  all  kinds  of  food.  At  the  present 
time  (Novembei',  1906)  he  is  in    good  health  and  in  full  work. 


Remarks. 

The  chief  interest  lies  in  the  condition  of  the  parts  found 
at  the  operation,  and  mainly  on  this  account  I  bring  the  case 
before  the  Society. 

The  portion  removed  was  about  15  in,  in  length  and 
consisted  of  a  thick-walled  sac,  measuring  about  9  in. 
in  length  by  3  in.  wide,  at  the  point  of  greatest  breadth. 
At  either  end  was  a  long  stricture  of  the  bowel,  evidently 
of  old  standing  and  simple  in  nature.  There  were  thus 
two  chief  points  of  stricture,  with  an  intervening  dilated 
length  of  bowel.  It  is  px-obable  that  the  part  between  the 
strictures  had  also  been  affected  by  the  same  disease,  that 
ended  in  contraction,  and  that  it  was  not  a  simple  dilatation. 
Probably  the  distal  stricture  was  smaller  at  first  than  the 
proximal,  and  thus  determined  the  dilatation  of  the  part 
between. 

As  to  the  nature  of  these  strictures,  it  is  probable  that 
they  are  the  result  of  tuberculous  ulceration.  The  museum 
at  Guy's  Hospital  contains  several  specimens  of  stricture  of 
the  ileum,  considered  to  be  tuberculous.  The  symptoms 
beginning  in  early  life  supports  this  view,  though  there  is  no 
history  of  any  particular  illness.  In  elucidation  of  the  cause 
I  may  refer  to  the  case  of  a  child  get  6,  admitted  under  my 
colleague.  Dr.  Frederick  Taylor,  with  pain  and  a  swelling  in 
the  situation  of  the  cfficum.  On  handling  the  part  a  peculiar 
smooth  grating  could  be  felt,  accompanied  by  gurgling ; 
coiling  bowel  could  also  be  felt  and  seen.  We  attributed  the 
obstruction  in  this  case  to  adhesions,  the  result  of  former 
appendicitis,  as  there  was  a  history  of  several  attacks  of  pain 
in  this  region.  The  ileum  close  to  the  ileo-c£ecal  valve  was 
found  thickened  and  narrowed  and  in  the  dilated  bowel  above 
were  several  movable  hard  bodies.  On  opening  the  bowel 
above  the  strictures  nine  cherry-stones,  many  of  them  black 
Avith  age,  were  removed.  These  stones  had  given  rise  to  the 
peculiar  rubbing  sound  named  above.     A  few  days  later  the 
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child  died  of  acute  peritonitis,  the  result  of  the  perforation  of 
an  ulcer  high  up  in  the  ileum.  There  were  other  iilcers  in  the 
ileum  and  cajcum,  all  evidently  tuberculous.  The  operation 
wound  in  the  bowel  Avas  secure.  The  stricture  was  of  old 
standing,  the  wall  hvpertrophied,  and  the  mucous  membrane 
thickened  and  altered  for  some  distance.  It  was  fortunate, 
as  it  turned  out,  that  the  decision  to  postpone  resection  in  the 
child  was  adopted.  We  considered  that  sufficient  relief 
would  be  afforded  by  removing  the  cherry-stones. 

I  have  met  with  a  second  case  almost  identical  with  that 
of  Geo.  "W.  The  man,  ast.  46,  was  emaciated  and  very  ill 
indeed.  He  had  been  vomiting  constantly,  and  was  thought 
to  have  pyloric  obstruction.  On  examination,  however,  the 
signs  pointed  to  obstruction  lower  down  in  the  intestine,  for 
the  coiling  and  the  sound  of  fluids  passing  through  a  stricture 
occurred  below  the  umbilicus.  This  long  rippling  sound  seems 
to  me  almost  characteristic  of  stricture  of  the  small  bowel. 
It  is  higher  in  pitch  and  more  prolonged  than  that  heard  in 
stricture  of  the  large  intestine  and  quite  different  from  the 
short  gurgle  heard  at  the  pylorus.  On  opening  the  abdomen 
a  condition  almost  identical  with  that  of  Geo.  W.  was  found. 
The  man  was  at  so  low  an  ebb  that  it  was  deemed  wiser  to 
anastomose  the  bowel  above  and  below  the  strictures.  This 
being  accomplished,  a  Paul's  tube  was  tied  in  above  the 
junction  to  drain  the  bowel,  as  it  was  dilated  and  distended 
Avith  fluid.  This  proved  an  unwise  procedure,  for  the  opening 
never  closed.  Immediate  relief  folloAved  this  operation,  so 
that  the  man  was  able  to  eat  freely,  but  he  became  exhausted, 
partly  from  the  continuous  loss  through  the  opening*,  and 
partly  from  some  localised  peritonitis  along  the  bowel.  Un- 
fortunately, I  did  not  see  this  patient  after  the  operation, 
liaving  to  leave  for  my  holiday,  otherwise  I  certainly  Avould 
have  resected  the  piece  containing  the  artificial  opening.  It 
was  a  mistake,  of  course,  to  tie  in  the  glass  tube,  and  it  was 
unnecessary.  The  intestine  in  these  chronic  cases,  not  being 
paralysed,  easily  forces  the  contents  through  the  junction,  and, 
again,  the  bowel  can  be  emptied  by  pressing  on  the  contents 
after  the  junction  has  been  effected.  I  have  little  doubt  that 
had  I  been  content  Avith  the  anastomosis  this  patient — 
operated  upon  some  tAvo  years  before  the  case  that  forms  the 
text  of  this  communication — Avould  also  have  surA^ved.  His 
case  is  of  importance,  hoAvever,  as  throAving  light  on  the 
diagnosis  of  these  conditions.  The  rapid  temporary  improA^e- 
ment  that  folloAved  even  in  this  man,  aa-Iio  looked  as  if  the 
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slightest  iujury  must  prove  fatal,  testifies  further  to  the 
nervous  power  possessed  by  these  cases.  Emaciated  as  they 
look,  the  nervous  energy  is  still  sufficient  to  endure  pro- 
longed operations,  and  as  the  whole  of  the  work  is  conducted 
outside  the  peritoneum  the  shock  of  an  hour's  operation  is 
very  slight.  Personally  I  have  learnt  never  to  hurry  in 
dealing  with  chronic  obstruction,  whether  in  the  small  or 
large  intestine,  provided  there  be  no  toxaemia. 
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IV. — Rotatory  Subluxation  of  the  Atlas.  By  Edred  M. 
CoKXER,  M.C.  •  Bead  November  9,  1906.  With 
Jigure  and  diagrams. 

IN  his  Clinical  Essays  and  Lectures  published  in  1902,  Pro- 
fessor Howard  Marsh  has  inchided  one  on  the  "  displace- 
ment and  injuries  of  muscles  and  tendons,"  "^  in  which  the 
sixth,  seventh,  eighth,  and  ninth  cases  recorded  are  of  special 
interest  in  connection  with  the  subject  of  this  paper.  They 
may  be  called  examples  of  "  traumatic  wry-neck/'  and  one  of 
them  is  briefly  reproduced  to  illustrate  the  condition. 

Case  7. — "A  boy,  aat.  19,  while  vigorously  washing  his 
face  and  neck,  felt  a  sudden  pain  in  the  side  of  his  neck,  and 
found  that  he  could  not  move  his  head.  When  he  came  to 
the  hospital  three  hours  afterward,  he  presented  the  appear- 
ance of  a  person  with  a  wry  neck,  and  any  attempt  at  move- 
ment was  very  painful.  He  inhaled  gas,  and  his  muscles 
were  kneaded  where  he  had  previously  indicated  that  he  felt 
pain,  and  his  head  was  placed  in  its  proper  position.  When 
he  had  regained  consciousness  all  his  symptoms  had  disap- 
peared. ...  It  seems  highly  probable  that  a  tendon  of  one 
of  the  deep  muscles,  approaching  its  insertion,  had  slipped  over 
the  apex  of  the  posterior  tubercle  of  the  transverse  pirocess  of 
one  of  the  cervical  vertebrae." 

The  sixth  case  quoted  by  Professor  Marsh  was  one  of 
M.  Ponteau's,  who  in  commenting  on  it  said  he  believed 
that  a  "  bundle  of  the  splenius  muscle  had  slipped."  All  four 
examples  sustained  their  injuries  by  quickly  and  rather 
forcibly  turning  their  heads  to  one  side.  Two  were  easily 
reduced  by  anesthesia,  one  by  manipulations,  and  one  refused 
treatment. 

These  cases  form  an  excellent  clinical  introduction  to  the 
one  about  to  be  related,  in  which,  also,  the  accident  was  not 
a  violent  one.  The  sole  difference  seems  to  be  in  the  patho- 
logical explanation  offered. 

Case  of  Rotatory  Subluxation  of  the  Atlas,  shown 
October  27,  1906  {Clin.  Soc.  Trans.,  vol.  xxxix,  1906,  pp. 
212-213.) : 

Case  4. — H.  E.,  a  boy  set.  13,  dived  into  a  pond  which 
was  shallower  than  he  expected,  and  hit  his  head  on  the 
bottom  of  it.  He  did  not  lose  consciousness  or  power.  He 
*  Clinical  Essays  and  Lectures,  pp.  127-155  (J.  and  A.  Churchill). 
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had  severe  pain  in  the  back  of  his  neck  and  could  hardly 
move  it  at  all.  He  was  seen  by  a  doctor  but  would  not  stay 
in  bed  after  the  first  three  days  following  the  accident.  A 
month  later  the  patient  was  broug-ht  to  St.  Thomas^  Hospital 
as  an  out-patient  on  account  of  his  stiff  neck.  He  was  admitted 
later. 

On  examination,  it  was  seen  that  he  carried  his  head  a 
little  flexed  and  turned  to  the  right.  He  had  limitation  of  all 
of  its  movements,  particularly  that  to  its  left  (or  uninjured) 
side.  There  was  pain  on  any  attempt  at  movement.  His 
chin  was  depressed  towards  his  chest.  Before  admission  he 
was  unable  to  lie  on  his  back  and  slept  lying  on  his  abdomen. 
The  transverse  process  of  his  atlas  could  be  easily  felt 
on  the  left  side ;  but  on  the  right  the  finger  sank  into  a 
groove  and  the  process  Avas  found  to  have  been  displaced 
backwards.  He  could  open  his  mouth  sufficiently  to  allow 
an  examination  of  the  posterior  wall  of  his  pharynx  being 
made.  The  left  traaisverse  process  of  his  atlas  could  be  felt 
to  be  displaced  forwards;  and  on  the  right  side  the  rounded 
protuberance  of  the  right  side  of  the  axis,  which  had  been 
laid  bare  by  the  backward  displacement  of  the  right  side  of 
the  atlas  was  apparent.  There  was  a  healed  scalp  wound  on 
the  upper  side  of  the  left  parietal  region  Avhich  had  been 
inflicted  by  the  same  accident. 

The  skiagraph,  taken  by  Mr.  G-reg,  showed  the  forward 
displacement  of  the  one  side  of  the  atlas. 

On  the  third  day  after  his  admission  to  the  hospital 
chloroform  was  administered  by  Mr.  Drew,  and  as  muscular 
relaxation  was  induced  the  boy's  head  slowly  rotated  to  the 
left  and  the  deformity  was  reduced  without  any  snap  what- 
soever. Afterwards  the  boy  was  fitted  with  a  collar  of 
poroplastic  material,  which  he  wore  for  a  fortnight  to  three 
weeks  and  then  left  ofl^.  When  shown  to  the  Society  last 
October  he  had  recovered  all  his  movements. 

It  will  be  seen  that  this  case  is  very  similar  in  kind  to 
those  of  Professor  Marsh  and  M.  Ponteau,  though  perhaps  a 
little  more  severe  in  degree.  In  explanation  of  it,  it  is 
needful  to  study  some  points  in  the  anatomy  and  physiology 
of  the  joints  between  the  lateral  masses  of  the  atlas  and  the 
body  of  the  axis  (see  "  Physiology  of  the  Lateral  Atlanto- 
axial Joints,"  Journal  of  Anatomy  and  Physiology,  xli, 
pp.  149-154).  The  movements  of  rotation  of  the  head  in 
a  horizontal  plane  are  performed  mainly  at  these  joints. 
When  the  head  is  turned  to  the  right,  the  right  transverse 
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process  of  the  atlas  is  more  or  less  fixed  or  is  rotated  back- 
wards whilst  the  left  moves  forwards.  If  the  articular 
surfaces  on  the  atlas  are  examined  it  is  seen  that  they  are 
not  plane  horizontal  surfaces,  but  from  the  base  of  the  odon- 
toid process  they  slope  outwards,  downwards,  and  forwards. 
So  that  if  the  right  side  of  the  atlas  is  rotated  backwards,  it 
travels  uphill,  Avhilst  the  left  side,  which  comes  forwards, 
travels  downhill.  The  ligaments  round  this  joint  have  to  be 
lax  in  order  to  allow  free  movement,  and  our  heads  in  con- 
sequence are  sustained  by  unconscious  muscular  action  and 
not  by  ligamentous  action.  If  by  any  mishap  this  muscular 
action  is  overpowered  or  "caught  napping,"  an  injurj'  is  par- 
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ticularly  prone  to  result  to  the  side  of  the  atlas  which  rotates 
forward  and  downhill.  This  injury  must  be  of  the  nature 
of  a  dislocation  or  subluxation  (Fig.  1).  The  anterior  edge 
of  the  joint  surface  of  the  axis  is  sharp  and  clearly  defined, 
whilst  the  posterior  is  rounded  and  obtuse.  If  this  mechanism 
is  examined  in  partially  dissected  necks,  it  is  found  that  the 
pull  of  the  muscles  of  the  neck  locks  the  atlas  on  the  sharp 
anterior  edge  of  the  facet  on  the  axis.  When  this  is  so  the 
head  cannot  be  rotated  to  the  injured  side,  the  one  on  which 
the  atlas  is  displaced  forwards,  whilst  it  can  to  the  uninjured. 
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This  is  very  well  as  a  post-mortem  observation,  but  can  it 
be  applied  to  the  living  subject  ?  I  believe  that  it  can.  If 
attention  is  carefully  directed  to  the  positions  of  the   trans- 
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Diagram  I. — The  normal  with  "  eyes  right "  and  "  eyes  left." 
A  A 


ii  Diagram  II. — The  normal  with  the  eyes  to  the  left  and  to  the  right. 
A  A 


X- 


■X 


DiAGRAJi  III. — The  abnormal,  subluxation  of  the  anterior  side  of  the 
atlas ;  the  head  is  not  kept  to  the  left  but  has  the  eyes  turned  to 
the  front  as  much  as  is  possible. 

Fig.  2,  Diagrams  I,  II  and  III. — a  a  is  the  long,  transverse  axis  of 
the  atlas,  x  x  that  of  the  axis  vertebra,  c  and  o  are  the  long  axis 
of  the  head,  c  being  the  chin  and  o  the  occiput. 

verse  processes,  the  rotation  and  fixity  of  the  atlas  can  be 
demonstrated.     In  order  to  make  the  movements  of  the  head 
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which  are  possible  in  this  position  clear  it  is  needful  to 
employ  diagrams.  The  long  axis  of  the  head  is  normally  at 
right  angles  to  those  of  the  atlas  and  axis  vertebrge,  as  when 
lookino-  straiofht  forward.  The  transverse  axes  of  the  two 
vertebrte  correspond  in  this  position.  But  if  the  atlas  is 
rotated  on  the  axis,  as  in  turning  the  head,  and  on  my 
hypothesis  it  becomes  locked  there,  they  no  longer  corre- 
spond (Fig.  2,  Diagram  I). 

The  displaced  atlas  carries  the  head  so  that  it  should  be 
moved  through  a  cori'esponding  angle  (Diagram  I).  But  as 
the  tendency,  as  in  speaking,  is  to  look  straight  forward,  eyes 
front,  the  long  axis  of  the  head  no  longer  remains  at  right 
angles  to  that  of  the  atlas,  the  patient  turning  his  head  as 
much  to  the  middle  line  as  he  can — i.  e.  attempting  the  "eyes 
front"  position.  It  is  from  this  position  that  the  movements 
in  a  case  of  subluxation  have  to  be  studied.  From  it  the 
head  can  be  moved  from  the  middle  line  but  little  or  none 
towards  it.  The  "  eyes  front "  position  is  assumed  in  cases 
of  rotatory  subluxation  of  the  atlas  by  means  of  sliding 
movement  at  the  occipito-atlantal  joints.  This  Avas  seen  in 
the  lateral  tilt  on  the  boy's  head. 

Normally,  the  transverse  processes  of  the  atlas  can  be  felt 
between  the  mastoid  processes  and  the  angles  of  the  jaw,  in 
the  position  oi:  Diagram  I.  If  the  head  is  turned  as  in 
Diagram  II  they  can  still  be  felt,  the  mo-'^ement  taking  place 
between  the  atlas  and  the  axis,  not  between  the  atlas  and  the 
occiput.  But  when  it  is  in  the  position  of  Diagram  III,  the 
angles  of  the  jaw  will  tend  to  hide  the  transverse  processes 
particularly  on  one  side,  when  a  marked  groove  will  be  found 
on  the  other.  This  point  demonstrates  the  position  of  the 
atlas  and  confirms  the  suspicion  of  its  fixation  in  a  position  of 
subluxation.  The  conditions  of  the  transverse  processes  are 
due  to  the  head  being  turned  from  the  position  of  Diagram 
II  to  that  of  Diagram  III,  whilst  the  atlas  is  fixed,  the  angle 
of  the  jaw  especially  obscuring  the  anteriorly  displaced 
process. 

Dr.  Schiele  {Dent.  med.  IVoch.,  1904,  p.  100)  has  recorded 
four  cases  of  a  similar  injury.  One  resulted  from  the  patient 
sleeping  with  his  head  hanging  over  the  edge  of  the  bed — i.  e. 
during  muscular  relaxation.  The  other  three  occurred  in  boys 
who  fell  from  trees.  All  were  reduced  under  anaesthesia. 
He  gives  some  elaborate  points  of  diagnosis,  such  as  the 
relative  heights  of  the  two  ears.  But  as  he  does  not  touch 
on  the  essential  and  primary,  })ut  rather   on  the   superficial 
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and  secondaiy,  features  of  the  cases,  the  remarks  made  are 
not  reproduced.  M.  Lannelongue  {Comi:)t.  Rend,  de  I'Acad. 
de  Sci.,  Paris,  1904,  vol.  cxxxix,  pjD.  495,  496)  has  recorded 
two  somewhat  similar  cases  which  for  various  reasons  have 
been  classed  as  complete  rotatory  and  unilateral  dislocations 
of  the  atlas."^  The  subluxation  with  wliich  this  paper  deals 
is  but  a  half-Avay  house  to  the  unilateral  rotatory  dislocation 
of  the  atlas,  an  example  of  which  I  showed  to  the  Clinical 
Society  on  February  24,  1905. t  These  complete  dislocations 
are  more  severe  than  the  subluxatious,  the  differences 
between  them  being  found  in  the  greater  degrees  of  severity 
— i.  e.  in  quantity,  not  in  quality.  In  the  first  place,  the  injury 
is  more  severe,  the  neck  more  swollen,  tender,  painful,  and 
stiff,  the  prominences  in  the  pharynx  are  more  easily  felt,  the 
transverse  processes  of  the  atlas  are  more  obviously  displaced, 
great  difficulty  may  be  experienced  in  opening  the  mouth, 
and  so  forth. 

With  regard  to  the  treatment  of  these  cases  an  attempt 
should  always  be  made,  by  means  of  a  good  skiagraph  and 
the  help  of  a  skilled  interpreter  of  them,  to  ascertain  if  the 
odontoid  process  or  anything  else,  most  likely  the  anterior 
arch  of  the  atlas,  is  broken.  Naturally,  these  additional 
injuries  are  much  more  frequent  with  complete  than  with 
partial  dislocation  or  subluxation.  An  anassthetic  should  be 
given  slowly  and  in  many  cases  reduction  will  take  place 
spontaneously  with  muscular  relaxation ;  gentle  manipulations 
may  be  required  but  strong  force  should  never  be  used.  As 
soon  as  the  head  is  reduced  it  should  be  fixed  with  sand-bags 
and  the  patient  carefully  watched  whilst  he  is  recovering 
from  the  ansesthesia.  The  greater  care  must  be  exercised  the 
greater  the  doubt  of  the  existence  of  complicating  injuries. 

Little  is  known  of  cases  of  rotatory  subluxation  of  the  atlas, 
but  this  much  may  be  anticipated.  It  will  be  very  infre- 
quently complicated  by  other  injuries,  fracture  of  the  odontoid 
process  being  the  most  likely.  Because  any  fracture  of  the 
axis  or  the  atlas  may  be  compared  to  the  breakage  of  a 
phlange  in  a  key  which  will  prevent  it  turning  the  bolt  and 
locking  the  door,  just  as  surely  will  a  fracture  of  the  atlas  or 
axis  prevent  the  locking  of  the  bones  in  subluxation. 

The  relationship  between  fractures  of  the  base  of  the 
odontoid  process  and  subluxation  of  the  atlas  is  not   under- 

*  Annals  of  Surgery,  January,  1907,  pp.  9-26. 
t  transactions,  vol.  xxxviii,  p.  228. 
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stood."^  But  it  can  be  suspected  that  a  temporary  subluxation 
has  led  to  the  fracture  when  found  alone  and  without  any 
apparent  displacement  of  the  bones,  because  the  subluxa- 
tion will  have  been  reduced  by  any,  and  perhaps  temporary, 
unconsciousness  or  by  death.  It  is  not  a  condition  which  is 
at  all  likely  to  be  found  after  death,  because  it  depends  on 
muscular  action  to  keep  the  bones  locked  together. 

*  Med.-Chir.  Trans.,  1907. 
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V. — A  Note  en  a  Case  of  Cour/euifal  Defornitti/  of  the 
Spine,  etc.  By  J.  Jackson  Clarke,  M.B.,  F.R.C.S., 
Bead  November  9,1906. 

pHARLES  — ,  fet.  3i,  from  birth  liad  held  his  head 
^'  bent  forward  on  his  chest  and  the  shoulders  drawn 
up  nearly  to  the  level  of  the  occiput.  He  could  raise 
his  eyes  to  the  horizontal  only  by  arching  the  body  in 
extreme  lordosis.  His  face  presented  an  appearance  as  of 
vertical  compression,  such  as  we  see  in  cases  of  anencephaly, 
and  the  whole  attitude  was  reminiscent  of  that  extreme  error 
of  development.  The  boy  dribbled,  although  he  had  been 
operated  upon  for  "  tongue-tie."  He  had  absolutely  no 
power  of  rotation  or  of  either  lateral  flexion  or  extension  of 
the  cervical  spine.  He  had  been  treated  with  an  antero- 
posterior splint  and  massage  for  one  year  with  very  little 
improvement.  I  suggested  that  it  would  be  worth  while  to 
put  the  child  under  an  anesthetic  and  see  if  by  dividing 
muscles,  etc.,  any  improvement  could  be  obtained. 

Tliis  operation  I  did  on  May  10,  1905.  Previous  to 
making  an  incision  I  could  not  decide  whether  sterno- 
mastoid  muscles  were  present  or  not,  the  neck  being  so  short 
and  the  muscles  devoid  of  any  prominence.  I  was  pleased 
to  find  them  and  I  divided  each  one  on  a  director.  This 
was  done  as  close  to  the  lower  end  of  the  exceedingly  short 
muscles  as  I  could  expose;  they  were  wholly  muscular— t.e. 
not  tendinous — where  the  section  was  made.  The  ti-apezius 
I  also  divided  through  an  incision  on  each  side,  above  the 
position  of  their  nerves. 

I  was  now  able  to  extend  the  cervical  region  with  veiy 
little  resistance  and  also  to  rotate  the  head  from  side  to  side. 
0)1  completing  these  movements  the  patient  became  very 
faint.  I  returned  the  head  to  the  flexed  position  and,  holding 
it  so,  had  the  boy  inverted.  The  pulse  returned  but  was 
very  rapid,  hardly  countable,  and  he  was  put  to  bed  with 
the  head  held  bent  forwards  by  the  antero-posterior  splint. 
For  a  week  the  pulse  remained  very  rapid,  but  it  gradually 
slowed  down  to  120  on  the  seventh  day  after  operation.  If  I 
should  again  encounter  a  similar  case,  I  shall  divide  the 
muscle  as  in  this  instance,  but  I  shall  extend  the  neck  onlj'- 
gradually  after  the  operation.  The  extension  of  the  neck  on 
the  instrument    was    gradually    increased   and  on   June    22 
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exercises  were  very  cautiously  commenced.  The  following' 
interesting  phenomena  were  observed  in  doing  them :  (1) 
When  the  neck  was  extended  patient  complained  of  pain  in 
the  epigastrium,  and  the  abdomen  suddenly  bulged  from  a 
sharp  contraction  of  the  diaphragm  and  the  pulse  increased 
from  108  (normal  for  the  boy's  age)  to  122.  When  the 
boy's  head  was  turned  to  the  left  he  had  an  attack  of  breath- 
lessness. 

By  June  28  these  phenomena,  which  evidently  depended 
on  the  stretching  of  the  nerves  in  the  neck  probably  acting- 
on  the  medulla  oblongata,  Avere  gradually  diminishing  and 
by  the  end  of  July  they  had  almost  ceased  and  the  patient 
was  able  to  hold  up  his  head  Avithout  any  lordosis,  and  to 
turn  the  head  freely  from  side  to  side.  This  impi'ovement  is 
maintained  at  the  present  time,  and  the  boy  has  a  neck,  if  a 
short  one,  where  he  had  none  before.  The  right  shoulder  is 
still  somewhat  higher  than  the  left  owing  to  the  abnormality 
in  the  vertebral  column;  simple  massage  and  exercises  are 
still  continued  at  the  patient's  home.  His  dribbling  has 
ceased. 

Sl'iagraphs. —  Study  of  a  series  of  skiagraphs  taken 
recently  show  the  following  points  : 

(1)  The  presence  of  thii'teen  ribs,  a  cervical  rib  being 
present  on  both  sides  of  the  body.  (This  feature  is  only 
clearly  shown  in  one  X  ray  in  which  the  lower  ribs  are 
clearly  seen.) 

(2)  A  double  lateral  curve,  to  the  left  in  the  cervical  and  to 
the  right  in  the  uppermost  dorsal  region.  This  curve  accounts 
for  the  greater  elevation  of  the  right  as  compared  with  the 
left  shoulder ;  thus  part  of  the  deformity  is  the  same  as  that 
seen  in  cases  of  congenital  elevation  of  the  shoulder  (Sprengel's 
deformity). 

(3)  Appearances  which  indicate  defective  structure  in  the 
lower  cervical  and  upper  dorsal  vertebrae :  [a]  an  unossified 
space  in  the  front  of  the  column ;  {h)  a  fusion  of  the  last 
cervical  with  the  first  dorsal  vertebra,  and  (c)  an  increased 
width  in  the  upper  dorsal  vertebra,  as  if  the  want  of  ossifica- 
tion referred  to  under  (2)  might  be  due  to  an  anterior  spina 
bifida. 

It  may  be  added  that  the  boy  is  in  vigorous  health,  and 
seems  to  be  normal  in  intelligence,  although  he  is  backward 
in  speaking,  being  at  the  age  of  four  years  unable  to  say 
more  than  a  dozen  words,  though  he  appears  to  understand 
perfectly  what  is  said  to  him. 
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Only  one  other  similar  case  has  come  to  my  notice,  that  of 
an  adult  lady  ;  no  treatment  had  been  adopted  and  the  fixity 
of  the  head  is  complete.  In  this  instance  the  intelligence 
and  character  are  both  above  the  average. 

I  have  not  seen  any  previous  record  of  the  results  of 
operative  treatment  in  such  cases. 
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VI. — .1  Case  of  Haemorrhage  into  the  Prefrontal  Lobes 
of  the  Brain.  By  J.  Walter  Cark,  M.D.  Bead 
Xovemher  23,  1906. 

THIS  case  is  brought  forward  because  it  affords  an  example 
of  the  difficulties  in  diagnosis  which  are  likely  to  arise  in 
the  somewhat  rare  instances  of  hajmorrhage  into  the  pre- 
frontal lobes. 

George  M.,  a3t.  5o,  a  painter,  was  admitted  to  tlie  Royal 
Free  Hospital  in  a  semi-comatose  condition  about  6  p.m.  on 
June  27,  1906,  with  a  history  that  about  11  a.m.  he  had 
fallen  down  unconscious  whilst  at  work,  had  passed  urine  un- 
consciousl}",  and  vomited  some  brandy-and-water  which  had 
been  given  him.  The  man's  fellow-workmen  at  first  attached 
remarkably  little  importance  to  the  attack  and  only  after  he 
had  remained  unconscious  for  several  hours  did  they  bring 
him  to  the  hospital. 

A  medical  man  who  had  attended  the  patient  five  years 
before  stated  that  he  then  had  albuminuria,  and  since  that 
time  he  was  said  to  have  complained  frequently  of  severe 
headache  and  giddiness.  For  six  Aveeks  before  the  final 
attack  he  had  been  noticed  to  be  getting  much  thinner,  Avith 
loss  of  appetite  and  frequent  vomiting. 

On  admission  the  man  was  almost  unconscious  and  very 
restless;  his  temperature  was  98*6^  F.,  pulse  56  and  of  very 
high  tension,  pupils  equal  and  of  medium  size,  no  squint  or 
conjugate  deviation  of  the  eyes ;  knee-jerks  equal  and  of 
normal  strength.  Examination  of  the  chest  and  abdomen 
showed  nothing  abnormal ;  there  was  no  indication  of  any 
cardiac  hypertrophy.  Ophthalmoscopic  examination  ml. 
Urine,  sp.  gr.  1028,  almost  solid  wnth  albumen,  gave  both 
Fehliug's  and  the  phenyl-hydrazin  tests  for  sugar,  but  not 
the  reactions  for  diacetic  acid  and  acetone. 

For  two  or  three  days  the  patient  remained  semi-conscious 
and  restless,  but  gradually  became  quieter  and  able  to  converse 
c[uite  rationally  with  his  relations.  On  Juh'  4,  however, 
he  again  became  restless,  then  drowsy,  and  finally  passed 
into  a  condition  of  absolute  coma,  in  which  he  died  on  July  6, 
nine  days  after  the  first  seizure.  The  temperature  was  sub- 
normal for  the  first  four  days,  and  afterwards  rose  gradually 
but  irregularly,  varying  between  99°  and  103°  F.,  with  a  final 
rapid  rise  to  106°  F.  shortly  before  death. 
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After  the  first  day  or  t\vo  the  urine  no  longer  gave  the 
reactions  for  sugar  and  the  albumen  also  disappeared,  save 
for  an  occasional  trace ;  the  sp.  gr.  was  about  1020 ;  a  few 
hyaline  and  granular  casts  were  found.  It  was  not  possible 
to  ascertain  the  total  quantity  passed,  but  almost  certainly  it 
was  not  above  the  normal. 

There  was  never  the  slightest  sign  of  hemiplegia  or  of 
am^  paralysis  whatsoever.  On  July  3  the  knee-jerks  were 
noted  to  be  absent. 

Post  mortem. — A  saccular  aneurysm,  the  size  of  a  small 
pea,  Avas  found  on  the  anterior  communicating  artery  at  the 
base  of  the  brain ;  it  had  ruptured  into  the  left  frontal  lobe, 
the  substance  of  which  was  extensively  destroyed  and 
occupied  by  a  large  htemorrhage.  Xear  the  anterior  end  of 
the  lobe  the  blood  was  found  to  have  again  burst  through  the 
mesial  surface  and  to  have  entered  the  right  frontal  lobe, 
destroying  an  area  that  had  a  cross-section  rather  larger 
than  that  of  a  shilling.  The  hfemorrhage  had  closely 
encroached  upon  the  left  lateral  ventricle,  but  had  not 
actually  raptured  into  it.  There  was  considerable  thicken- 
ing of  the  pia  mater  around  the  aneurysm  and  also  between 
the  frontal  lobes,  with  fairly  firm  adhesions  between  their 
mesial  surfaces.  The  vessels  at  the  base  of  the  brain  Avere 
atheromatous. 

The  kidneys  weighed  4  oz.  each.  The  capsule  of  the 
right  stripped  readily,  that  of  the  left  was  slightly  adherent. 
In  both  the  cortex  Avas  somewhat  thinned  and  the  consistence 
increased.  Under  the  microscope  an  early  stage  of  chronic 
interstitial  nephritis  was  seen  to  be  present.  The  heart 
Aveighed  13  oz.  and  did  not  shoAV  any  marked  pathological 
changes. 

The  course  of  events  had  probably  been  as  folloAvs  :  An 
aneurysm  had  formed  on  the  anterior  communicating  artery, 
as  a  result  of  atheromatous  degeneration.  It  Avas  so  closely 
enveloped  by  thickened  and  adherent  pia-arachnoid  that 
Avhen  it  ruptured  the  path  of  least  resistance  for  the  escaping 
blood  was  into  the  substance  of  the  left  frontal  lobe.  A  com- 
paratively small  haemorrhage  doubtless  occurred  at  first, 
gi\4ng  rise  to  the  sudden  onset  of  apoplectic  phenomena. 
The  initial  fall  of  temperature  usually  associated  with  cerebral 
haemorrhage  had,  of  course,  passed  off  by  the  time  the  patient 
was  brought  to  the  hospital.  The  bleeding  ceased  tem- 
porarily and  consciousness  was  regained.  About  the  seA'enth 
day,  hoAvever,  the  hasmorrhage  probably  recurred,  extended 
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to  the  right  frontal  lobe,  and  continued  slowly  until  profound 
coma,  hyperpyrexia,  and  finally  death  resulted. 

The  special  interest  of  the  case  lies  in  the  question  of 
diagnosis.  Ha?morrhage  into  the  prefoutal  lobes,  apart  from 
traumatism,  is  admittedly  uncommon,  less  frequent  pro- 
bably than  into  any  other  considerable  area  of  the  brain- 
substance,  except  perhaps  the  cerebellum,  and  when  it  occurs 
is  not  likely  to  give  rise  to  any  localising  phenomena.  That 
tumours  and  also  abscesses  in  this  region  may  not  cause  any 
special  or  local  sym-ptoms  has  been  proved  repeatedly,  but 
the  number  of  recorded  cases  of  haemorrhage  is  much  fewer ; 
of  73  cases  of  lesion  of  the  frontal  lobes,  unilateral  and  bi- 
lateral, collected  from  various  sources  by  Dr.  Ferrier,  four  only 
were  due  to  haemorrhage  (Allbutt's  System  of  Medicine,  vol. 
vii).  It  is  true  that  disease  of  this  part  of  the  brain  is 
especially  associated  "vvith  mental  disturbance,  but  in  the  case 
of  a  haemorrhage  at  all  large  the  resultant  apoplectic  pheno- 
mena must  necessarily  mask,  at  least  for  some  days,  any 
mental  symptoms  attributable  to  the  special  seat  of  the  lesion. 
Moreover  clinical  experience  shows  that  even  considerable 
damage,  if  limited  to  one  prefrontal  lobe,  does  not  necessarily 
give  rise  to  any  marked  alterations  in  character,  conduct,  or 
self-control.  For  instance.  Dr.  Hale  White  records  in  the 
Transactions,  vol.  xviii,  the  case  of  a  woman,  set.  31,  who  two 
months  before  her  death  was  seized  with  epileptiform  con- 
vulsions, became  unconscious  and  afterwards  vomited  severely. 
She  completely  regained  her  former  condition,  and  had  no 
motor,  sensory,  or  intellectual  symptoms,  dying  finally  from 
old-standing  heart  disease.  A  cerebral  haemorrhage  was  not 
even  suspected,  yet  at  the  j^ost  mortem  a  clot  about  the  size 
of  a  filbert-nut  was  found  in  the  white  matter  of  the  right 
frontal  lobe. 

In  this  connection  it  is  of  interest  to  note  that  the  present 
patient  recovered  his  mental  power  sufficiently  to  be  able  to 
arrange  business  matters  with  his  wife  a  few  days  before  his 
death.  At  that  time  the  h?emorrhage  was  almost  certainly 
limited  to  the  right  frontal  lobe;  and  it  may  w-ell  be,  as  is 
suggested  by  Dr.  Hale  White's  case,  that  at  any  rate  the 
more  marked  disorders  of  character  and  conduct  described  as 
due  to  lesions  of  the  prefrontal  lobes,  and  not  resulting 
merely  from  a  general  increase  of  intra-cranial  pressure, 
occur  only  when  both  lobes  are  more  or  less  damaged. 

In  the  vast  majority  of  cases  of  cerebral  haemorrhage  some 
paralytic  symptoms,  usually  more  or  less  unilateral  in  dis- 
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tribution,  are  present  from  the  first ;  consequently  Avhen  a 
patient  is  seen  who  has  suddenly  become  unconscious,  and  no 
such  indications  are  found  after  careful  search,  the  natural 
and  usually  also  the  correct  rule  is  to  try  to  discover  some 
other  cause  than  haiuiorrhage  for  the  condition.  The  question 
of  diagnosis  is  further  complicated  by  the  fact  that,  as  in  this 
instance,  a  patient  who  has  cerebral  haemorrhage  is  frequently 
suffering  also  from  old-standing  kidney  disease.  Hence  it 
almost  inevitably  follows  that  if  a  man  with  definite  indications 
of  such  chronic  renal  disease  becomes  unconscious,  as  a 
result  of  a  cerebral  lesion  which  does  not  give  rise  to  any 
localising  symptoms,  his  condition  is  likely  to  be  attributed  to 
acute  urtemia.  Thus  in  the  present  case  a  provisional  diagnosis 
of  ureemic  coma  was  made  at  first,  a  diagnosis  based  on  the 
histoiy  of  albuminuria  five  years  before,  followed  by  wasting, 
headache,  vomiting,  etc.,  for  some  time  before  the  final  attack, 
symptoms  all  pointing  to  kidney  mischief,  to  which  the  man's 
occupation  as  a  painter  would  predispose  him.  The  presence 
of  a  large  quantity  of  albumen  in  the  urine  when  the  patient 
was  first  seen,  the  markedlj^  high-tension  pulse,  and  the  entire 
absence  of  any  localising  indications  of  a  cerebral  lesion 
seemed  to  confirm  the  diagnosis.  The  question  of  diabetic 
coma  had  also  to  be  considered,  but  although  sugar  was 
abundantly  joresent  in  the  urine  at  first,  yet  the  patient^s 
aspect  was  not  that  of  diabetic  coma,  which  was  also  rendered 
very  improbable  by  his  age  and  by  the  absence  of  dyspnoea 
or  of  any  special  smell  of  the  breath,  and  of  the  reactions 
for  acetone  and  diacetic  acid  in  the  urine. 

It  subsequently  transpired  that  both  the  albuminuria  and 
the  glycosuria  were  temporary  symptoms  due  merely  to  the 
disturbance  caused  by  the  cerebral  lesion,  although  the  2)ost- 
mortem  examination  proved  the  existence  of  some  chronic 
kidney  disease.  The  chief  argument  at  first  against  the 
diagnosis  of  ur^emic  coma  was  the  suddenness  of  the  onset  of 
cerebral  symptoms,  the  coma  of  contracted  granular  kidney 
being  nearly  always  gradual  in  development.  Subsequently 
the  almost  complete  disappearance  of  the  albumen,  the  period 
of  improvement,  and  then  the  gradual  rise  of  temperature, 
with  deepening  coma,  rendered  the  diagnosis  of  uraemia  a  very 
improbable  one,  especially  as  in  cases  of  urtemic  coma  the 
temperature  usually  remains  sub-normal. 

On  reviewing  the  whole  case  it  would  seem  that  there  were 
hardly  sufficient  data  for  an  accurate  or  tolerably  certain  dia- 
gnosis.   It  is  true  that  the  sudden  onset  of  unconsciousness,  the 
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partial  recovery,  the  temporary  albuminuria  and  glycosuria, 
and  the  final  sjanptoms  of  an  ingravescent  apoplexy,  Avere 
probably  sufficient  to  justify  a  diagnosis  of  cerebral  ha?mor- 
rhage  ;  but  in  the  absence  of  all  localising  phenomena  it  was 
impossible  to  suggest  the  exact  situation  of  the  lesion,  except 
that  it  was  presumably  in  one  of  the  so-called  "  silent "  areas 
of  the  brain ;  and  the  comparative  rarity  of  haemorrhage  in 
these  areas  must  naturally  make  the  diagnosis  uncertain,  if 
the  conditions  present  are  such  as  may  fairly  be  attributed 
to  some  more  common  morbid  condition — such,  for  instance, 
as  urivmia.  The  restlessness  of  the  patient  was  very  marked 
during  the  fii'st  few  days,  but  whether  this  was  more  notice- 
able than  after  similar  damage  to  other  parts  of  the  brain  is 
doubtful. 

A  practical  deduction  of  some  importance  is  that  if  a 
comparatively  small  ha?niorrhage  should  occur  into  one  pre- 
frontal lobe  and  recovery  follow,  there  may  be  nothing  to 
indicate  that  the  patient  has  had  so  serious  a  lesion.  Dr. 
Hale  Whitens  case,  already  referred  to,  affords  an  example  of 
this. 

Fortunately,  the  main  lines  of  treatment  are  much  the 
same  whether  the  case  be  diagnosed  as  one  of  uraemia  or  as 
one  of  cerebral  ha?morrliage,  viz.  to  lower  the  ai'terial  tension 
as  much  as  possible,  for  this  is  what  all  the  eliminative  treat- 
ment for  uraemia  tends  to  do.  Hence  the  remedies  employed 
in  the  present  case — purgatives,  especially  mercurials,  pilo- 
carpine and  nitro-glycerine — although  used  at  first  under  the 
inipression  that  the  patient  was  probably  suffering  from 
uriemia,  were  almost  equally  suitable  for  arresting*  the 
htemorrhage  which  was  actually  present.  Even  a  prompt 
venesection,  probably  the  best  treatment  in  the  early  stage  of 
cerebral  lijemorrhage,  may  do  much  good,  and  certainly  can 
do  no  harm,  in  uraemia,  although  if  the  condition  be  secondary 
to  contracted  granular  kidney  improvement  can  hardly  be 
looked  for. 
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VII. — Ci/stic  Dilatation  of  the  Lower  End  of  the  Ureter 
containing  Calculi,  wJiicli  became  engaged  inter- 
mittently in  the  Urethra,  ^j  AY.  Gr.  Spexcer,  M.S. 
Bead  Xoveniher  23,  190G.      With  PI.  VII. 

'l^HE  surgeons  of  the  eigliteentli  century  in  tlieir  observa- 
-■-  tious  on  the  encysted  calculi  which  they  met  Avith  in  the 
course  of  lithotomy  operations,  noted  the  prolapse  of  the 
lower  end  of  the  ureter  containing  a  calculus.  Houstet  in  his 
"  Observations  sur  les  Pierres  enkistees  et  adherente  a  la 
vessie/'  in  the  Mvmoires  de  VAcademie  de  Chirurgie,  1743, 
vol,  i,  Part  II,  p.  268,  states  that  Couillard  showed  that  stones 
travelling  down  the  ureter  to  the  bladder,  instead  of  passing- 
through  the  orifice,  might  insert  themselves  between  the 
membranes  of  the  bladder-wall.  Having  recognised  by 
sounding  that  a  stone  was  encysted,  he  determined  to  proceed 
nevertheless  to  lay  open  the  cyst,  and  thus  he  successfully 
removed  one  stone  the  size  of  a  hen's  eg^  and  other  smaller 
ones.  Littre  in  dissecting  a  young  man  found  two  stones 
contained  between  the  membranes  of  the  wall  of  the  bladder. 
The  stones  had  penetrated  the  wall  of  the  ureter  in  its 
passage  through  the  bladder-wall,  and  after  becoming- 
arrested  between  its  layers  had  enlarged.  Hence  the  tearing- 
open  of  the  cyst  wall  was  done  by  some ;  other  surgeons 
succeeded  in  passing  a  bistoury  along  the  finger  with  which 
to  divide  the  cyst  wall.  Desault,  finding  a  pedunculated 
cyst  containing  a  calculus,  slipped  over  it  his  form  of  uvula- 
guillotine  and  cut  it  off  between  the  bladder  Avail  and  the 
stone  Avhich  the  cyst  contained. 

Of  late  years  prolapse  of  the  orifices  of  the  ureters  into  the 
bladder  has  been  often  noticed.  Sir  Thomas  Smith  {Path. 
Soc.  Trans.,  1863,  a'oI.  xiA*,  p.  185)  described  a  bilateral 
prolapse  of  the  orifices  of  the  ureters,  his  specimen  being  noAv 
in  the  St.  BartholomeAA''s  Hospital  Museum. 

By  means  of  the  cystoscope  it  has  been  noted  that  a 
stenosis  of  the  ureteral  orifices  occurs,  and  this  is  shoAA-n  by 
the  urine  intermittently  ballooning  the  mucous  membrane,  or 
a  i^ersistent  cystic  SAA'elling  occurs  such  as  Avas  demonstrated 
to  the  Society  last  Session  by  Dr.  DaA'id  Xewman  (see  Clin. 
Soc.  Trans.,  1906,  vol  xxxix,  p.  1,  fig.  14).  Mr.  E.  Hurry 
Fenwick,   in  his  Handhoolc   of  Clinical  Electric  Light  Cysto- 
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scopi/,  1904,  PI.  XV,  depicts  a  case  which  was  excised  by 
suprapubic  cystotomy.  This  operation  had  previously 
been  done  by  Mr.  Freyer.  In  the  Med.-Chir.  Trans.,  1898, 
vol.  Ixxxi,  p.  41,  he  described  an  "  Obscure  Cystic  Tumour  of 
the  Bladder  containing-  two  Calculi  "  successfully  removed 
by  suprapubic  c^^stotomy.  In  a  considerable  number  of  cases 
the  prolapsed  end  of  the  ureter  has  protruded  through  the 
urethra  of  little  girls,  and  four  out  of  five  cases  proved  fatal. 
Three  other  papers  containing  numei'ous  references  to  cases 
are  : 

Blumek. — "  Notes  on  Two  Cases  of  Ureteral  Abnormality," 
Johns  Hojyl'ins  Hospital  Bulletin,  1896,  vol.  vii,  p.  174. 

Adkiax. — "  Ein  Xeuer  Operative  behandelter  Fall  von 
intermittirender  cystischer  Dilatation  des  vesicalen  Ure- 
terendes,''  Archie  f.  Jclin.  Chir.,  1906,  Bd.  78,  S.  588. 

CoHN. — "  C^'stenartige  Erweiterung  des  Harnleiters  inner- 
halb  des  Haimblase,"  Beltr.  z.  klin.  Chir.,  1904,  Bd.  41,  s.  45. 

The  case  I  now  bring  forward  is  peculiar  in  the  fact  that 
no  symptoms  "were  caused,  except  when  the  cyst  engaged  in 
the  commencement  of  the  urethra.  There  was  an  absence 
throughout  of  any  signs  of  obstruction  to  the  ui'eter. 

A  man,  aet.  25,  had  during  six  years  applied  for  relief  to 
doctors  and  hospitals.  At  one  hospital  he  was  either  sounded 
or  cystoscojied,  after  which  he  was  told  that  the  left  side  of  the 
prostate  seemed  enlarged.  But  on  the  whole  the  symptoms 
were  so  vague  and  intermittent  that  nothing  was  proposed 
for  him.  He  then  came  under  Dr.  Davison,  of  Maiden,  Avho, 
seeing  the  man  in  one  of  his  attacks,  assured  himself  that 
the  patient's  complaint  was  real,  and  on  this  I  admitted  him 
to  hospital. 

The  man's  histoiy  was  that  for  six  years  he  had  intermit- 
tently suffered  from  a  burning  sensation  during  and  at  the 
end  of  micturition ;  or  micturition  would  be  much  prolonged, 
he  taking  ten  minutes  to  empty  the  bladder.  Sometimes  he 
had  frequency  of  micturition  by  day.  Several  times  in  a 
mouth  he  had  incontinence  of  urine  at  night,  waking  up  to 
find  that  he  had  emptied  his  bladder  during  sleep.  All  this 
trouble  was  occasional,  not  regular;  he  thought  it  especially 
attacked  him  on  cold,  wet  days.  He  never  had  heematuria 
nor  passed  gravel,  nor  never  acute  calculous  pains,  never  any 
symptoms  referable  to  the  kidney  or  ureter.  He  had  never 
had  gonorrhoea.  He  was  married,  was  the  father  of  three 
children,  and  had  no  trouble  in  that  connection.     During  a 
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PLATE    VII. 

Illustrating  Mr.  W.  G.  Spencer's  Paper  on  Cystic  DUatation  of  the  Lower 
End  of  the  Ureter  containini^-  Calculi,  which  became  engaged  inter- 
mittently in  the  Urethra. 

Fig.  1. — Photograph  of  specimen  removed  from  Mr.  Spencer's  case. 

Fig.  2. — Photograph  of  Sir  William  MacCormac's  specimen  in  the  Eoyal 
College  of  Surgeons  Mnseu^m. 
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week  he  was  kept  in  bed  without  anything  abnormal  being 
discovered ;  he  was  thereupon  anassthetised  and  examined 
h\nv3i\\Vi?i\\y  per  rectum,  when  a  hard  mass  could  be  felt  slipping 
about  in  the  bladder  to  the  left  and  above  the  prostate.  A 
sound  was  then  passed  and  a  hard  mass  struck  several  times; 
it  did  not  ring  like  a  stone  nor  was  it  fixed  in  position.  As 
the  sound  was  withdrawn  the  mass  was  forced  down  and 
became  engaged  in  the  prostatic  urethra,  as  if  it  were  a 
calculus  impacted. 

On  perineal  section  there  was  exposed  in  the  prostatic 
urethra  the  pedunculated  swelling  now  tightly  grasped  by 
the  neck  of  the  bladder.  The  jjeduncle  was  traced  up  dis- 
tinct from  the  prostate  to  the  position  of  the  left  ureteral 
meatus.  This  was  drawn  down  a  little  and  cut  through  with 
the  actual  cautery,  immediately  above  the  highest  stone, 
where  it  was  of  the  size  of  a  lead  pencil.  The  perineal 
wound  healed  and  the  man  went  home  three  weeks  after  the 
operation.  He  has  reported  recently  that  he  has  no  urinary 
trouble  whatever. 

The  specimen  removed  was  sent  to  the  Museum  of  the 
Eoyal  College  of  Surgeons  (PI.  VII,  fig.  1).  It  is  now  exhi- 
bited and  the  description  of  it  by  Mr.  Shattock  is  as  follows  : 
"3671a.  a  somewhat  pyriform  sacculus  about  an  inch 
and  a  quarter  in  length,  and,  where  broadest,  five  eighths  of 
an  inch  in  diameter,  which  projected  into  the  bladder  from 
the  neighbourhood  of  the  left  ureter.  It  contains  two 
calculi  with  crystalline  surfaces ;  a  third,  which  lay  above 
those  shown,  and  Avhich  Avith  them  quite  filled  the  cavity, 
was  removed  for  chemical  examination.  The  neck  of  the 
sacculus  is  charred  from  its  having  been  divided  by  means 
of  the  cautery.  Both  the  interior  and  the  exterior  of  the  sac 
are  covered  with  a  smooth  membrane,  but  close  examination 
revealed  no  aperture  corresponding  with  that  of  the  ureter  in 
any  part  of  the  w^all. 

"Microscopic  examination  of  the  central  portion  of  the 
sacculus  shows  it  to  consist  of  connective  tissue,  in  the  more 
central  part  of  wdiich  lie  bundles  of  unstriped  muscle-fibre. 
On  the  vesical  aspect  the  connective  tissue  is  invested  Avith  a 
somewhat  thick  epithelium,  of  which  the  deepest  cells  (when 
the  covering  is  thickest)  are  in  places  set  vertically  to  the 
subjacent  surface;  these  are  succeeded  by  polymorphou 
elements,  and  these  again  by  flat  cells  in  many  layers.  On 
the  opposite  aspect  the  connective  tissue  forming  the  sur- 
face is  devoid   of  epithelium ;   the  number   of  cells  in  it  is 
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abnormally  large,  and  tlie  surface  itself  is  covered  with  a  thin 
layer  of  clot  or  exudation.  The  absence  of  epithelium  is, 
perhaps,  to  be  explained  by  the  inflammatory  process  set  up 
by  the  presence  of  the  calculi. 

"The  sacculus  possibly  represents  a  portion  of  one  side  of 
the  ureter  Avhich  has  prolapsed  into  the  bladder  after  the 
impaction  of  the  calculi  in  it,  the  ureteral  orifice  having 
probably  lain  near  the  base  of  the  protrusion.  The  calculus 
examined  consisted  of  phosphate  and  oxalate  of  lime  ;  no 
ammonium  nor  magnesium  was  present  and  no  uric  acid." 

PI.  VII,  fig.  2,  is  the  photograph  of  a  specimen  in  the 
Royal  College  of  Surgeons  Museum,  presented  by  Sir  William 
MacCormac,  shoAving"  bilateral  prolapse  of  the  end  of  the 
ureter. 


Clin.  Soc.  Trans.,  Vol.  XL.,  PL  VHI. 


Bale  and  Daniehson,  Ltd. 


PLATE    VIII. 

Illustratiug  Mr.  H.  H.  Glutton's  Case  of  Ureteral  Calculus   Causino; 

Ketention. 

Radiograph  showing  stone  in  the  ureter  at  its  junction  with  the  bladder. 
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VIII. —  Case  of  Ureteral  Calculus  Causinq  Betentiou. 
By  H.  H.  Cluttox,  M.C.     Read  November  23, 1906. 

With  PI.  nil. 

THE  interest  of  this  case  lies  in  the  fact  that  it  is  supple- 
mentary to  Mr.  Walter  Spencer's  case  just  recorded. 
Retention  and  pain  were  the  prominent  symptoms  in  both 
cases,  and  led  to  a  bimanual  examination  of  the  bladder  by 
which  a  diagnosis  could  be  made.  By  the  kindness  of  Dr. 
Muzio  Williams  I  was  asked  to  see  a  youth  set.  20  on  .Sep- 
tember 19,  1906.     His  history  was  as  follows  : 

In  the  preceding  July  without  any  premonitory  symptoms 
whilst  in  the  act  of  passing  water  the  stream  would  suddenly 
stop  and  the  patient  would  have  to  wait  before  being  able  to 
resume  the  act  of  micturition.  This  occurred  sevei-al  times 
and  was  followed  by  great  pain  in  the  right  side  of  pelvis 
and  the  passage  of  blood. 

On  August  13  he  had  complete  retention  of  urine,  for 
which  a  catheter  Avas  passed  and  30  oz.  of  urine  withdrawn. 
On  September  7,  when  he  came  under  Dr.  Williams'  care,  he 
had  another  attack  of  retention,  which  was  relieved  after 
several  hours  by  the  passage  of  a  calculus. 

The  intermittent  and  frequent  attacks  of  pain,  which  were 
gradually  increasing  in  severity,  were  situated  in  the  right 
iliac  region  and  passed  like  a  wave  over  the  bladder  to  the 
base  of  the  penis.  The  right  kidney  was  free  from  pain  or 
tenderness.  He  had  been  given  morphia  before  he  came  to 
London  for  its  relief.  This  was  not  continued  by  Dr. 
Williams,  and  when  I  saw  him  on  September  19  he  had 
acute  tenderness  at  the  brim  of  the  pelvis,  where  the  right 
ureter  is  situated.  On  an  attempt  at  standing  the  pain  was  so 
acute  that  he  had  to  be  assisted  in  getting  back  to  bed.  At  the 
consultation  on  September  19  an  anaesthetic  was  given  and  the 
bladder  examined  with  a  sound.  Xo  evidence  of  a  stone  was 
obtained  by  the  sound.  I  therefore  examined  by  the  bimanual 
method  with  the  right  forefinger  in  the  rectum  and  the  left 
hand  over  the  pubes.  I  could  then  distinctly  feel  a  very  hard 
oval  body  in  the  position  of  the  right  ureter  where  it  joins 
the  bladder.  This  body,  which  I  felt  sure  from  its  consistence 
Avas  a  stone,  could  be  moved  with  tissues  in  which  it  was 
imbedded,  but  it  could  not  be  altered  in  position. 

A  radiograph  was  taken  by  Dr.  Greg  and  a  stone  shown 
to  exist  in  that  position  (PI.  Till). 
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On  Septembei*  27  the  bladder  was  opened  by  the  supva- 
pnbic  route.  Dr.  M.  H.  Spencer  gave  the  anassthetic,  whilst 
Dr.  Miizio  Williams  assisted  at  the  operation.  The  stone, 
covered  by  mucous  membrane,  was  felt  projecting-  forward  like 
a  tumour  into  the  cavity  of  the  bladder.  It  might  easily  have 
engaged  the  orifice  of  the  urethra  and  caused  retention.  An 
attempt  was  made  to  find  a  way  through  the  ureteral  orifice, 
but  even  with  Dr.  Williams'  assistance  j^er  rectum  the  opening, 
which  was  situated  behind  and  to  the  outer  side  of  the  pro- 
jecting swelling,  couM  not  be  found.  The  mucous  membrane 
was  therefore  grasped  by  a  pair  of  forceps  and  brought  into 
the  suprapubic  wound.  The  ureteral  orifice  was  then  easily 
seen  and  enlarged  witli  the  knife  and  the  stone  extracted. 
The  calculus  Avas  in  a  pouch  beneath  the  mucous  membrane 
to  the  inner  side  of  the  ureteral  orifice.  He  was  entirely 
relieved  from  all  pain  and  the  Avound  was  completely  healed  on 
the  twenty-third  day. 
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IX. — The  Mimicry  of  Malir/naiit  Disease  in  the  Large 
Intestine.  By  B.  Gr.  A.  Moyxihax,  M.S.  Bead 
Vecember  14,  lOOG. 

WITHIN  the  last  three  yeai"s  I  have  operated  upon  six 
cases  of  disease  of  the  large  intestine  under  the  mis- 
taken impi-ession  that  I  was  dealing-  with  examples  of 
malignant  disease.  In  all,  the  clinical  manifestations  and 
the  macroscopic  appearances  supported  my  opinion,  but 
minute  examination  of  the  specimens  removed  or  the  subse- 
quent clinical  history  of  the  case  has  proved  that,  in  all,  the 
condition  was  of  a  non-malignant  character. 

It  is  well  known  that  tubercular  disease,  especially  when 
affecting  the  caecum  or  the  ascending*  colon,  may  produce 
symptoms  and  signs  which  are  with  difficulty  distinguished 
from  those  due  to  cancer.  I  have  tAvice  performed  colectomy 
for  supposed  carcinoma,  removing  the  cfecum  and  a  pai-t  of 
the  ascending  colon  in  one  case  and  the  csecum,  ascending 
colon,  and  a  part  of  the  transverse  colon  in  another,  when  an 
examination  of  the  tumour  removed  displayed  the  undoubted 
evidences  of  tubercular  disease.  But  such  cases  are  not  very 
uncommon,  and  it  is  not  with  them  that  I  propose  to  deal  in 
this  paper. 

It  is  not,  however,  so  well  recognised  that  tumours  of  the 
large  intestine,  of  the  sigmoid  flexure  more  especially,  may 
present  all  the  characteristic  signs  and  symptoms  of 
malignant  disease,  and  yet  prove  to  be  nothing-  more  than 
simple  iiiflammatory  conditions.  The  six  cases  whose  details 
are  given  differ  in  character  very  considerably ;  the  one 
circumstance  common  to  them  all  is  the  close  resemblance, 
indeed  the  identity,  of  the  symptoms  and  signs  with  those  of 
malignant  disease.     The  following  are  the  notes  : 

Case  1. — A.  C,  JBt.  28,  admitted  into  the  Leeds  General 
Infirmary  on  April  2,  1904,  complaining  of  passing  blood  in 
the  motions  and  of  frequent  and  irregular  action  of  the 
bowels. 

History. — The  present  illness  commenced  three  months  ago. 
Her  life  has  been  medically  uneventful  save  for  pneumonia 
seven  years  ago.  There  was  no  history  and  no  evidence  either 
of  syphilis  or  of  tubercle.  Aperients  were  occasionally  neces- 
sary, otherwise  the  bowels  were  regular  in  their  action  until 
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the  present  illness.  Blood  was  first  noticed  in  the  stools  in 
the  early  part  of  January,  1904.  It  rapidly  increased  in 
amount  and  the  bowels  acted  five  or  six  times  a  day,  each 
motion  containing  more  or  less  blood.  As  much  as  half  a  pint 
of  mixed  blood  and  mucus  was  passed  at  a  time.  In  conse- 
quence she  became  very  weak  and  had  to  take  to  bed. 
About  two  months  ago  she  began  to  vomit  frequently,  almost 
all  food  being  rejected.  This  subsided  for  a  time,  but 
recommenced  a  fortnight  later  and  ]3ersisted  irregularly  up 
to  admission.  The  passage  of  blood  meanwhile  continued 
and  became  rather  worse.  The  bowels  acted  seven  or  eight 
times  a  day,  the  stools  consisting  principally  of  blood  and 
mucus.  Occasionally  clots  were  passed.  During  the  few 
weeks  previous  to  admission  she  experienced  a  good  deal  of 
aching  pain  in  the  left  iliac  fossa,  which  continued  to  within 
a  short  time  of  her  coming  into  the  hospital. 

On  admission  she  was  obviously  much  reduced  and  very 
weak  and  bloodless  from  the  continued  hfemorrhage.  She 
vomited  once  or  twice  on  the  two  days  following  admission. 
There  was  no  complaint  of  pain,  but  the  bowels  acted  from 
five  to  seven  times  a  day,  a  considerable  quantity  of  blood 
and  some  mucus  being  passed.  The  abdomen  was  distended 
and  the  intestine  obviously  obstructed. 

On  rectal  examination  the  sphincter  was  lax  ;  a  soft,  some- 
Avhat  irregular  mass  was  to  be  felt  involving  the  whole  of  the 
rectal  wall.  Anteriorly  it  appeared  to  protrude  somewhat, 
but  elsewhere  felt  like  thick  moss  growing  on  the  wall  of  the 
intestine.  Its  upper  limit  could  not  be  reached.  The 
rectum  fi'om  about  two  inches  above  the  anus  was  narrowed  to 
such  a  degree  as  to  make  the  passage  up  of  the  finger  very 
diflficult.  There  was  slight  bleeding  as  a  result  of  the 
examination. 

A  diagnosis  of  a  rapidly  growing  carcinoma,  with  partial 
obstruction,  was  made,  and  on  April  17,  1904,  inguinal 
colotomy  was  performed.  After  the  gut  was  opened  the 
bowels  acted  at  first  very  copiously,  afterwards  from  one  to 
three  times  a  day.  Some  blood-stained  discharge  continued 
from  the  rectum,  but  this  was  less  in  quantity  than  before. 
Her  general  liealth  improved  considerably  for  a  time.  The 
discharge,  however,  began  to  increase  and  both  blood  and 
clots  were  passed.  There  was  also  considerable  pain  in  the 
sacral  region. 

On  June  16  she  was  readmitted  after  having  been  at 
home  six  weeks.     The  colotomy  was  then  acting  two  to  three 
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times  a  day.  With  the  faeces  a  little  blood-stained  mucus 
was  passed.  The  rectal  condition  was  apparently  much  the 
same  as  on  the  occasion  of  the  previous  examination.  The 
patient  was  seen  by  Mr.  Ward,  under  whose  care  she  had 
been  admitted,  and  resection  of  the  growth  was  deemed 
advisable. 

Operation. — On  June  30,  1904,  'proctectomy  was  performed. 
The  patient  having  been  anaesthetised  in  the  ordinary  dorsal 
position,  the  colotomy  opening  was  plugged  with  gauze.  An 
incision  was  then  made  from  it  downwards  and  inwards  for 
about  three  inches.  The  peritoneum  having  been  divided,  the 
sigmoid  was  withdrawn  and  divided  between  clamps  about 
three-quarters  of  an  inch  below  the  artificial  anus.  The  lower 
end  of  the  upper  portion  Avas  then  closed  with  a  continuous 
suture  of  Pagenstecher  thread.  The  upper  end  of  the  lower 
part  of  the  sigmoid,  having-  been  sterilised  by  the  cautery, 
was  wrapped  in  gauze.  The  patient  was  now  put  up  in  the 
Trendelenburg  position.  Clamps  were  then  applied  to 
the  meso-rectum  close  to  the  sacrum  and  this  fold  was 
divided  with  the  scissors  close  to  the  clamps.  This  proceed- 
ing was  repeated  lower  and  lower  down  until  the  whole  of  the 
upper  part  of  the  rectum,  together  with  the  meso-rectum  and 
its  contained  glands,  Avas  freed.  The  peritoneum  of  the  pelvic 
floor  was  then  snipped  through  with  scissors  at  the  bottom  of 
Douglas's  pouch  and  by  means  of  the  finger  this  opening  was 
enlarged  and  the  rectum  down  to  the  levator  ani  freed.  The 
clamps  having  been  ligatured  off,  the  whole  of  the  gut  thus 
detached  was  wrapped  in  gauze  and  packed  into  the  pelvis. 
The  abdominal  wound  Avas  then  closed. 

The  patient  Avas  next  placed  in  the  prone  position  Avith 
the  thighs  flexed  OA^er  the  end  of  the  table,  the  knees  being- 
supported  on  a  stool.  An  incision  Avas  made  in  the  middle 
line  from  the  centre  of  the  sacrum  to  the  anus,  bifurcating 
anteriorly  to  encircle  that  orifice.  The  last  sacral  A'ertebra 
and  coccyx  Avere  removed  and  the  loAver  part  of  the  rectum 
dissected  free,  as  in  the  usual  operation  of  proctectomy. 
There  Avas  very  little  bleeding  in  this  part  of  the  operation, 
and  the  upper  gauze-enAvrapped  pai-t  of  the  gut  Avas  soon 
reached  and  pulled  doAvn.  The  removal  Avas  completed  by 
dissecting  aAvay  the  anal  canal  and  orifice,  the  lower  part  of 
the  gut  not  being  opened.  The  pelvic  floor  Avas  restored  as 
far  as  possible  Avith  catgut  sutures  and  the  Avound  closed, 
large  gauze  drains  being  inserted  anteriorly  and  along  the 
sacrum.  The  operation  lasted  nearly  an  hour  and  a  half. 
VOL.    XL.  3 
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The  patient  stood  the  operation  fairly  well.  The  gauze 
in  the  colotomy  opening  was  left  in  three  or  four  days,  but  the 
abdominal  wound  was  infected  from  it,  and  some  superficial 
suppuration  occurred.  It  Avas,  however,  completely  healed 
within  three  weeks  of  the  operation,  as  also  was  the  sacral 
wound.     Recovery  was  otherwise  uneventful. 

The  patient  is  now  (October,  1906)  perfectly  well.  She 
has  gained  weight,  so  that  she  is  now  heavier  than  she  has 
ever  been,  and  her  appearance  is  that  of  a  healthy,  well- 
nourished  woman.  ■ 

Description  of  the  part  removed. — The  specimen  after  hard- 
ening in  formalin  measures  9  in.  in  length.  The  mucous 
membrane  is  greatly  thickened  and  its  surface  is  raised  up 
into  prominent  fleshy  folds  and  convolutions.  Over  a  part  of 
the  specimen  there  is  a  considerable  degree  of  ulceration, 
which,  by  a  process  of  undermining,  has  resulted  in  the  for- 
mation of  bridges  and  overhanging  flaps  and  festoons  of 
thickened  mucous  membrane.  The  thickness  of  the  walls 
varies  greatly,  some  of  the  tuberous  projections  of  mucous 
membrane  having  a  diameter  of  nearly  half  an  inch  ;  these 
projections  are  separated  from  one  another  by  branching 
sulci  in  such  a  manner  as  to  give  to  the  surface  of  the  mucous 
membrane  over  the  upper  one  third  of  the  specimen  an 
appearance  somewhat  resembling  the  cerebral  cortex.  In 
the  lower  part  of  the  specimen  ulceration  has  reduced  the 
thickness  of  the  mucosa  in  places  to  1  or  2  mm.  The  mus- 
cular coat  averages  about  2  mm.  in  thickness,  while  exteimal 
to  this,  in  the  lower  part  of  the  colon,  is  a  layer  of  fat,  two 
thirds  of  an  inch  thick.  All  the  outer  coats  of  the  bowel 
are  densely  thickened  and  fibrous,  and  the  lumen  of  the  gut 
here  is  probably  only  about  one  third  of  the  normal.  The 
inner  surface  of  the  bowel  does  not  present  any  definite 
isolated  tumour  or  polypoid  growth,  but  there  appears  to  be 
a  general  thickening  of  the  mucosal  rug^e,  the  tags  of  mucous 
membrane  in  the  lower  part  of  the  specimen  being  detached 
at  one  extremity  by  ulceration. 

Microscopical  examination  shows  an  overgrowth  of  the 
mucous  glands.  The  glands  are  of  irregular  form  and 
separated  from  one  another  by  dense  accumulations  of 
lymphoid  cells.  Between  the  bases  of  the  glands  many 
smaller  glands  are  seen  cut  in  transverse  section ;  these,  as  a 
rule,  present  a  very  small  lumen.  Sections  through  an 
ulcerated  patch  show  much  the  same  appearances  about  the 
bases  of  the  gland  where  these  are  not  disintegrated.      Here 
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thei'e    is    more    infiltration    of    the    submucosa    with     round 
cells. 

This  condition  is  one  quite  unlike  anything  I  have  met 
with  before.  As  far  as  I  am  aware  no  similar  manifestations 
have  been  previously  described,  and  the  disease  lacks  a  name. 
It  is  certainly  not  syphilitic,  nor  is  it  tuberculous.  Of 
malignancy  there  is  no  suspicion.  The  only  specimen  in  any 
degree  resembling  this  that  I  have  been  able  to  discover  in  a 
search  through  the  literature  is  figured  bv  Koch  {Archiv  f. 
klin.  Chir.,  Bd.  70,  1903,  p.  891). 

Case  2. — Perforative  sigmoiditis;  localised  abscess.  Mrs. 
H.,  fet.  58,  seen  in  consultation  with  Dr.  Xorman  Porritt, 
Huddersfield.  The  history  was  that  the  patient  had  always 
enjoyed  exceptionally  good  health  up  to  six  years  ago,  when 
after  eating  some  tinned  chicken  and  ham  she  had  ptomaine 
poisoning  and  Avas  ill  two  months.  Four  years  ago  the 
patient  had  a  severe  illness,  with  much  pain  in  the  left  iliac 
region.  The  doctor  who  attended  her  at  that  time  told  her 
she  had  '•'  just  escaped  peritonitis.^^  In  this  attack  she 
was  confined  to  bed  for  six  weeks.  Since  then  she  had 
suffered  from  time  to  time  from  attacks  of  pain  in  the  left 
iliac  region,  many  of  which  have  kept  her  confined  to  bed 
for  a  few  days. 

In  Xovember,  1904,  what  proved  ^to  be  a  severe  illness 
began  with  acute  pain  across  the  abdomen ;  this  was  followed 
by  constipation,  sickness,  and  abdominal  distension.  In  spite 
of  treatment  by  euemata,  etc.,  the  condition  of  obstruction 
grew  worse  and  on  December  4,  1904,  I  opened  the  abdomen. 
There  was  considerable  distension  of  all  the  intestines,  and 
peritonitis,  with  serous  effusion.  The  seat  of  the  trouble  was 
found  to  be  in  the  sigmoid  flexure,  a  little  above  the  brim  of 
the  pelvis.  The  bowel  here  for  about  three  inches  was 
thickened,  swollen,  and  very  hard.  A  perforation  was  found 
on  the  upper  side,  and  a  very  copious  deposit  of  lymph  was 
plastered  over  and  around  this.  The  condition  was  thought 
to  be  one  of  malignant  disease  of  the  sigmoid  flexure,  with  a 
perforation  of  a  deep  ulcer  in  the  growth.  A  large  tube 
Avas  passed  down  to  the  open  ulcer  and  the  rest  of  the 
abdomen  closed.  The  patient's  condition,  to  my  surprise, 
gradually  improved ;  but  on  December  20,  1904,  a  deep- 
seated  mass  between  the  median  incision  and  the  left  iliac 
crest  was  found.  The  patient's  temperature  rose  and  a 
second  operation  was  performed,  some  pus  being  evacuated 
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from  an  incision  two  inches  to  the  left  of  the  former  one. 
The  abscess  cavity  reached  to  the  sigmoid  flexnre.  The  pus- 
collection  was  clearly  the  result  of  insufficient  drainage  at 
the  time  of  the  original  operation.  The  subsequent  progress 
was  good. 

Dr.  Norman  Porritt  kindly  saw  the  patient  on  October  1, 
1906,  and  reported:  "The  patient  did  well  and  is  now 
better  than  she  has  been  for  years.  All  the  discomfort  in 
the  left  iliac  region  which  was  more  or  less  always  present 
after  the  ptomaine  poisoning  has  entirely  left  her,  and  the 
bowels,  which  never  acted  without  medicine,  are  now  spon- 
taneously regular."^ 

The  condition  in  this  case  has  become  clearer  to  me  since 
I  operated  upon  one  of  the  cases  related  below.  I  think 
there  can  be  little  doubt  that  there  was  a  perforation  of  a 
false  diverticulum  of  the  sigmoid  flexure. 

The  appearance  and  the  consistence  of  the  tumour  of  the 
sigmoid  flexure  were  such  that  we  felt  no  doubt  that  malig- 
nant disease  was  present.  The  tumour  resembled  in  all 
particulars  that  which  I  removed  from  Case  5,  recorded 
below. 

Case  3. — Pericolitis  transversa;  colectomy.  Mrs.  W., 
aet.  50,  was  seen  in  consultation  w-ith  Dr.  Carlton  Oldfield 
and  Dr.  Greenwood  in  May,  1905.  She  had  suffered  for 
some  months  from  occasional  sickness  and  indigestion.  Dur- 
ing the  foAv  weeks  preceding  my  examination  of  her  she  had 
noticed  great  irregularity  of  the  bowels.  Constipation  had 
been  most  obstinate  ;  when  relieved  by  an  aperient  there 
Avas  diarrhoea  for  twenty- four  or  forty-eight  hours,  followed 
again  by  constipation  for  several  days.  The  patient  was  a 
very  stout  woman,  but  had  lost  nearly  two  stones  in  six 
months.  On  examining  her  abdomen,  a  hard  mass  was  felt 
situated  to  the  left  of  the  umbilicus.  This  mass  was  about 
four  inches  in  diameter,  and  apparently  adherent  to  the 
parietes.  A  diagnosis  of  a  carcinoma  of  the  transverse  colon 
was  made,  and  operation  advised. 

Operation  (May  31,  1905). — On  opening  the  abdomen  the 
peritoneum  was  found  to  be  indurated  and  gristly,  about  half 
an  inch  in  thickness.  Invohang  the  transverse  colon  and  the 
adjacent  omentum  was  a  very  hard,  flat,  irregular  mass. 
The  induration  infiltrated  the  bowel  and  the  omentum  very 
widely.  Xo  enlarged  glands  were  perceptible.  Xo  doubt 
whatever   was    felt     bv   anv   of   us    that   the    mass   was    a 
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malignant  growth  in  the  colon.  The  whole  tumour,  with 
about  five  inches  of  the  transverse  colon,  was  removed,  and 
an  end-to-end  anastomosis  performed. 

When  the  intestine  was  laid  open  it  was  found  to  be 
firmly  embraced  and  not  a  little  constricted  by  a  densely 
hard  "  scirrhus  "  mass.  The  most  careful  examination  of  the 
mucosa  revealed  no  surface  defect ;  the  membrane  was  every- 
where smooth  and  supple ;  there  was  no  ulceration  and  no 
diverticula  could  be  discovered.  Beneath  the  mucosa,  which 
was  freely  movable  on  the  deeper  structures,  was  a  wide 
infiltrating  stratum  of  fibrous  tissue  which  involved  all  the 
other  coats  of  the  intestine,  and  spread  into  the  omentum. 

Microscopically  the  mass  surrounding  the  gut  is  seen  to 
consist  of  dense  fibrous  tissue,  containing  hei'e  and  there 
small  aggregations  of  lymphocytes,  particularly  around  the 
vessels.  The  mucous  membrane  is  normal.  The  origin  of 
the  inflammatory  process  in  this  case  was  not  discovered.  It 
would  appear  to  have  been  an  inflammation  of  the  peritoneum 
surrounding  the  transverse  colon,  with  an  implication  of  the 
contiguous  omentum.  No  affection  of  the  appendices  epi- 
ploicEe  was  found.  A  condition  of  things  exactly  similar  to 
this  is  known  to  occur  in  the  sigmoid  flexure.  (See  Sig- 
moidites  et  Perisigmoidites,  Saillant,  Paris,  1906.) 

Case  4. — Growth  in  rectum  ;  proctectomy.  Mrs.  S.,  vet.  41, 
seen  with  Dr.  Waddington,  Bradford.  She  gave  a  history  of 
having  suffered  from  diarrhoea  for  five  months,  small  quantities 
of  mucus  at  times  tinged  with  blood  being  passed,  sometimes 
as  often  as  twenty  times  in  the  day.  The  rectum  on  exami- 
nation was  felt  to  be  filled  with  a  very  soft,  friable,  ulcerating 
mass,  fairly  movable  though  extensive. 

On  July  17,  1905,  a  preliminary  inguinal  colotomy  was 
performed,  and  a  month  later  the  removal  of  the  growth  was 
undertaken.  Eleven  hours  before  the  second  operation  27 
c.c.  of  a  2  per  cent,  solution  of  nucleic  acid  were  injected  sub- 
cutaneously.  At  the  commencement  of  the  operation,  at  9 
a.m.,  the  temperature  was  100-4°  F.,  pulse  120.  The  pelvic 
colon  and  rectum  down  to  within  an  inch  or  tAvo  of  the  anus 
was  removed  by  the  trans-sacral  route,  the  upper  portion 
of  the  pelvic  colon  being  fixed  in  the  upper  angle  of  the 
wound.  At  2  p.m.  the  temperature  was  100°  F.,  pulse  140  ; 
at  10  p.m.  temperature  98*6°  F.,  pulse  95. 

Macroscopic  appearances  of  specimen. — The  specimen 
measures  14  in.  in  length  and  includes  portions  of  the  rectum 
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and  pelvic  colon.  The  upper  eight  inches  of  the  bowel 
are  normal,  but  below  this  the  mucous  membrane  is  covered 
Avith  an  exuberant  cauliflower-like  growth.  At  the  junction 
of  the  healthy  with  the  affected  portion  the  mucous  mem- 
brane is  undermined;  below  this  is  a  flattened  area  which 
appears  to  be  superficially  ulcerated ;  adherent  to  it  in  places 
are  tags  of  villous  growth.  The  lowest  portion  of  the  bowel, 
extending  to  within  an  inch  of  the  bottom  of  the  specimen,  is 
occupied  by  a  soft  and  friable  projecting,  papillomatous 
mass  which  is  extensively  undermined,  forming  a  kind  of 
bridge  over  a  portion  of  the  bowel.  The  whole  circumference 
of  the  intestine  is  involved  for  a  length  of  about  four  inches. 
The  obstruction  to  the  bowel,  partly  by  the  exuberant  growth, 
partly  by  a  thick  fibrous  deposit  in  the  wall  of  the  intestine, 
is  well  marked. 

Microscopical  report. —  Sections  of  the  villous  growth  shov>^ 
delicate  branching  processes  composed  of  a  framework  of  fine 
connective  tissue  and  covered  with  a  single  layer  of  tall 
columnar  cells  whose  nuclei  are  larger  and  stand  more 
irregularly  at  different  levels  than  those  of  the  cells  covering 
the  non-villous  mucosa.  Sections  of  the  flattened  areas  of 
mucous  membranes  show  the  bases  of  the  intestinal  glands 
strictly  limited  by  the  muscularis  mucosae  ;  but  more  super- 
ficially the  cells  are  desquamating  and  lie  in  manv  places 
entangled  in  a  mucoid  substance  around  the  broken-down 
gland  mouths.  The  Ij'mphatic  glands  examined  contained 
no  epithelial  deposits. 

In  the  majority  of  the  sections  there  is  no  evidence  of 
malignancy,  but  in  one  place  sections  show  irregularly-massed 
epithelial  cells  extending  deeply  towards,  but  not  invading, 
the  muscular  coat.  The  clinical  history,  and  the  conditions 
found  on  examination,  both  justified  a  diagnosis  of  malignant 
disease  in  this  case.  Yet  the  condition  is  a  simple  one. 
There  are  multiple  exuberant  papillomatous  growths  under- 
mined by  ulceration,  and  a  considerable  thickening  of  the 
outer  coat  of  the  bowel  due  to  a  deposit  of  fibrous  tissue  has 
caused  a  moderate  degree  of  stenosis. 

Case  5.  —  False  diverticula  of  sigmoid;  sigmoiditis; 
colectomy.  Mr.  A.,  set.  52,  seen  with  Dr.  Helm,  of  Carlisle, 
April  2,  1906.  He  has  suffered  from  stomach  troubles  for  a 
long  time,  but  dates  his  present  illness  from  eighteen  months 
ago.  He  has  attacks  of  pain  in  the  abdomen  which  come  on 
at  varying  times  after  food,  from  half  an  hour  to  three  or  four 
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hours.  He  also  suffers  from  a  sense  of  weight  and  distension 
in  the  stomach,  and  frequently  vomits.  He  vomited  blood  on 
one  occasion  twelve  months  ago.  The  bowels  are  habitually- 
constipated.  During  the  last  few  months  this  has  been  a 
more  serious  inconvenience  than  before.  On  a  few  occasions, 
constipation  has  persisted  for  three  to  six  days,  and  has  given 
way  only  to  persistent  effort.  On  two  occasions,  five  weeks 
ago  and  ten  days  ago,  there  was  intestinal  obstruction.  The 
abdomen  became  greatly  distended,  obstruction  was  complete, 
and  vomiting  of  intestinal  contents  occurred.  The  last  attack 
was  so  serious  that  it  was  feared  operation  might  have  to  be 
undertaken  for  a  possible  growth  in  the  large  intestine. 

On  his  admission  to  the  Nursing  Home  the  stomach  was 
found  to  be  slightly  dilated ;  no  contractions  were  seen  and 
no  tumour  felt.  The  gastric  contents  on  admission  to  the 
Nursing  Home  showed  the  presence  of  free  HCl  and  con- 
tained sarcinte.  After  a  twelve  hours'  fast,  the  stomach  con- 
tained some  food  residue,  yeast  and  sarcinfe,  but  no  HCl  or 
lactic  acid.  One  hour  after  a  test  meal  HCl  was  present  in 
excess.  There  was  a  moderate  digestion,  leucocytes  one  hour 
after  a  meal. 

Examination  per  rectum  revealed  nothing.  The  diagnosis 
was  chronic  duodenal  ulcer  with  stenosis.  A  fear  was 
entertained  that  there  might  also  be  a  growth  in  the  large 
intestine,  though  nothing  could  be  felt. 

At  the  operation,  on  April  4,  1906,  an  inflammatory  mass 
was  felt  in  the  duodenum.  It  was  hard  and  fibrous,  of  the 
size  of  a  walnut ;  there  was  evident  duodenal  obstruction. 
The  large  intestine  was  then  examined  from  the  transverse 
colon,  which  was  distended  a  little  downwards.  On  reaching 
the  ilio-pelvic  colon,  a  hard  mass  was  felt  Avhich  w^as  thought 
to  be  malignant.  As  this  was  deemed  the  more  important 
condition,  the  duodenal  ulcer  was  left  untreated  and  a  fresh 
incision  made  over  the  tumour,  which  was  very  adherent  to 
neighbouring  coils  of  small  intestine  and  to  the  abdominal 
wall.  The  adhesions  were  separated  and  the  tumour 
delivered  into  the  wound.  The  affected  part  of  the  sigmoid 
flexure,  in  length  about  five  inches,  was  excised  and  axial 
anastomosis  performed.  The  patient  recovered,  convalescence 
being  somewhat  delayed  by  infection  of  the  upper  wound 
which  Avas  sutured  last.  On  October  14,  1906,  the  patient 
reported  that  he  had  "  made  very  great  progress."  The 
following  is  the  report  upon  the  specimen  : 

" Macroscopical  appearances. — The  portion  of  bowel  removed 
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is  about  five  inches  long;  the  walls  ai-e  greatly  thickened, 
making  the  unopened  specimen  appear  to  be  involved  in 
a  growth.  The  external  surface  of  the  gut  is  reddened, 
lumpy,  and  in  places  flakes  of  lymph  mark  the  site  of  recent 
adhesions  to  neighbouring  coils  of  small  intestine.  On  laying 
open  the  bowel,  the  mucosa  shows  no  sign  of  growth  or 
ulceration,  though  its  lumen  is  slightly  contracted  by  reason 
of  the  induration  of  the  gut.  This,  in  certain  parts,  is 
over  one  and  a  half  inches  in  thickness,  the  increase  being 
due  to  inflammatory  exudation  beneath  the  peritoneum. 
When  the  mucous  surface  is  examined  more  closely,  numerous 
pockets  or  diverticula  are  seen,  some  of  which  might  contain 
the  tip  of  a  No.  10  English  catheter.  On  cutting  sections  of 
the  bowel  wall  parallel  with  the  long  axis  of  the  pockets 
these  are  found  to  be  of  variable  depth,  often  twisted  or 
slightly  dilated  at  their  blind  extremities.  The  pouches  are 
lined  by  thinned  mucous  membrane  and  have  pushed  the 
circular  muscle  layer  before  them.  Around  the  tips  of  the 
deeper  pockets  the  muscular  coat  has  become  atrophied,  but 
is  traceable  as  a  well-defined,  white,  fibrous-looking  layer 
continuous  with  the  unaltered  muscular  coat  elsewhere. 
The  extremities  of  one  or  two  pouches  are  surrounded  by  an 
area  of  inflammatory  extravasation,  though  no  perforation 
can  be  actually  demonsti'ated. 

"Microscopically. — The  pockets  are  lined  by  normal  mucous 
membrane,  though  about  the  bases  of  the  gland-cells, 
towards  the  apex  of  the  pocket,  there  is  an  increased  number 
of  small  round  cells.  Immediately  beneath  the  glands  lies 
the  muscularis  mucosae  ;  this  can  be  clearly  traced  around 
the  pouch.  External  to  the  muscularis  mucosae,  and  sepa- 
rated from  it  by  some  loose  connective  tissue,  is  the  true 
muscular  coat.  If  this  be  traced  towards  the  extremity  of 
the  pouch  it  is  found  to  become  thinned,  its  fibres  being 
intermingled  with  fibrous  tissue  and  interspersed  with 
aggregations  of  lymphocytes.  Outside  this  fibrous  layer, 
which  covers  in  the  diverticulum,  the  wall  of  the  gut  is 
composed  of  loose  connective  tissue  containing  an  inflam- 
matory exudate  becoming  more  cellular  towards  the  peri- 
toneal surface,  beneath  which  are  numerous  extravasations  of 
blood.  The  peritoneum  itself  is  covered  with  a  delicate 
layer  of  fibrinous  lymph,  in  the  meshes  of  which  are  entangled 
numerous  lymphocytes.^' 

False    diverticula   of   the   large   intestine   are    of    great 
pathological  interest.     Acquired  diverticula  are  found  in  all 
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parts  of  the  intestine,  from  the  duodenum  to  the  rectum.  In 
the  small  intestines,  though  numerous,  their  clinical  signifi- 
cance is  of  the  slightest,  for  the  thin  fluid  contents  of  the 
bowel  do  not  readily  become  pent  up  in  these  little  pouches. 
Gordinnier  and  Sampson  {Journ.  Amer.  Med.  Assoc,  vol.  i,  1906, 
p.  1585)  say  that  they  have  been  unable  to  find  a  single  case 
reported  in  the  literature  in  which  clinical  symptoms  have 
arisen  from  diverticula  of  the  small  intestine.  In  the  large 
intestine  the  diverticula  are  not  infrequently  seen ;  the 
sigmoid  flexure  displays  them  more  frequently  than  other 
parts  of  the  colon.  The  false  diverticula  are  always  mul- 
tiple ;  they  are  hernial  protrusions  of  the  mucosa  and  sub- 
mucosa  along  a  track  in  the  intestinal  wall  weakened  by  the 
passage  of  a  vessel.  Once  developed,  they  are  prone  to 
become  places  for  lodgment  of  the  solid,  slowly-travelling 
intestinal  contents.  The  various  pathological  conditions 
resulting  from  acquired  diverticula  are  : 

(1)  Chronic  inflammatory  deposit  in  the  walls  of  the 
bowel  producing  stenosis. 

(2)  Localised  peritonitis  which  may  lead  to  the  formation 
of  pus. 

(3)  General  suppurative  peritonitis,  the  result  of  perfora- 
tion. 

(4)  Yesico-intestinal  fistula,  due  to  rupture  of  a  localised 
abscess  into  the  bladder. 

(5)  Inflammation  and  thickening  and  contraction  of  the 
mesentery,  in  which  the  pouches  lie  (mesenteritis). 

(6)  Carcinoma.  Hochenegg'  has  recorded  the  only  case 
of  cancer  developing  in  a  false  div^erticulum. 

Case  6. — Tumour  of  transverse  colon  and  splenic  flexure ; 
iliO'sigmoidostomy. — ]\Jrs.  W.  S.,  £et.  62,  seen  with  Dr.  Holder- 
ness,  December,  1903.  The  patient  has  suffered  for  seven 
months  from  flatulence,  colic,  constipation,  and  loss  of  weight. 
During  the  last  three  months  she  has  twice  been  confined  to  bed 
for  periods  of  three  and  four  days  respectively  in  attacks  of 
subacute  intestinal  obstruction.  In  the  last  of  these  I  saw  her, 
and  on  examination  I  found  the  abdomen  distended ;  coils  of 
small  intestine  were  seen  contracting,  and  the  ceecum,  ascend- 
ing, and  transverse  colon  could  be  seen  to  distend  and  could 
be  felt  to  harden.  Loud  rumbling  noises  were  heard  in  the 
abdomen,  and  the  patient  told  us  that  she  had  noticed  these 
"bubbling"  sounds  for  several  weeks  past.  For  the  twenty- 
four    hours    before   I    saw    her    the    patient  had   been   very 
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nauseated  and  had  vomited  twice.  The  general  condition 
was  good.  Shortly  after  my  visit  the  obstruction  yielded  to 
a  gravitation  enema,  the  bowels  being  copiously  relieved  on 
several  occasions,  and  the  abdomen  becoming  soft  and  flaccid 
again.  A  diagnosis  of  malignant  stricture  of  the  splenic 
flexure  was  made,  and  the  patient  came  to  a  nursing  home 
for  operation.  On  her  arrival  there  the  abdomen  was 
hollow,  the  wall  relaxed,  and  a  tumour  could  be  distinctly 
felt  in  front  of  the  left  kidney.  AVhen  grasped  between  the 
hands  the  mass  felt  of  the  size  of  a  cocoanut. 

Operation  (December  14,  1903). — An  incision  was  made  in 
the  left  linea  semilunaris  and  the  abdomen  was  opened.  The 
transverse  colon  was  found  to  be  thickened  and  red;  the 
descending  colon  and  sigmoid  flexure  were  pallid  and  empty. 
A  large,  excessively  adherent  mass  was  seen  and  felt  occupy- 
ing the  left  end  of  the  transverse  colon.  The  mass  was  hard, 
smooth,  but  irregular  in  shape;  it  was  adherent  in  all 
directions  to  the  abdominal  wall,  the  stomach,  the  diaphragm, 
and  to  a  few  coils  of  intestine.  Eesection  was  impossible, 
and  I  had  to  be  content  with  a  short-circuiting  operation. 
I  secured  the  lowest  part  of  the  ileum  and  united  it  to  the 
sigmoid  flexure  (ileo-sigmoidostomy).  The  distal  limb  of  the 
ileum  was  narrowed  by  infolding  sutures  of  linen  thread. 

The  recovery  of  the  patient  was  uneventful.  Since  the 
operation  she  has  gained  weight  steadily ;  the  tumour  has 
entirely  disappeared ;  nothing  can  be  felt  in  the  region  it  once 
occupied  so  fully.  The  bowels  act  well,  and  the  patient's 
appearances  justify  her  written  statement  that  she  "never 
felt  better." 

In  this  case  I  had  no  suspicion  but  that  the  tumour  was 
carcinoma  in  a  stage  so  advanced  as  to  render  resection 
mechanically  impossible.  But  it  is  almost  certain  that  I  was 
mistaken,  and  that  the  tumour  was  a  chronic  inflammatory 
mass  involving  the  colon.     Its  exact  origin  is  quite  uncertain. 

In  addition  to  these  cases  I  have  also  seen,  in  consultation 
with  Dr.  Henry  "White,  of  Bradford,  a  patient,  a  man  ast. 
60  (?),  upon  whom  colotomy  was  performed  some  years  ago 
by  one  of  the  most  distinguished  of  living  surgeons,  for 
intestinal  obstruction  due  to  a  mass  in  the  lower  part  of  the 
sigmoid  flexure  or  the  upper  part  of  the  rectum — a  mass 
which  was  supposed  to  be  malignant  in  nature.  The  colotomy 
acted  well,  and  to  everyone's  surprise  the  tumour  gradually 
melted  away,  and  eventually  no  trace  of  it  could  be  discovered, 
'i'he  colotomy  opening  was   then  closed.     Over  a  year  later 
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a  tumour  had  again  formed,  and  intestinal  difficulty  was  so 
great  that  the  re-opening  of  the  colotomy  "wound  was  under 
consideration.  But  persistence  with  enemata  relieved  the 
obstruction,  and  the  bowels  began  to  act  regularly  again. 
The  tumour,  which  was  still  perceptible,  gradually  dis- 
appeared, and  for  the  last  few  years  the  patient's  condition 
has  been  perfectly  satisfactory. 

The  six  cases  here  recorded  have  only  afforded  four 
specimens,  but  each  of  these  is  of  considerable  interest.  Of 
the  three  other  cases  I  think  it  is  safe  to  say  that,  in  the  first 
two,  no  one  seeing  the  conditions  disclosed  by  the  operations 
would  have  hesitated  for  one  moment  to  declare  that  the 
tumours  were  carcinomatous.  In  the  last  case  the  diagnosis 
of  carcinoma  of  the  sigmoid  flexure  was  made,  and  treat- 
ment based  thereupon  was  carried  out  by  an  acknowledged 
expert.  Yet  the  tumour  disappeared  completely,  re-appeared, 
and  has  ag-ain  resolved. 

The  inflammatory  tumours  of  the  large  intestine,  excluding 
the  tuberculous  conditions,  are,  it  would  appear,  far  more 
frequent  than  we  have  supposed.  The  exact  nature  of  the 
conditions  present  are  not  always  the  same.  The  inflam- 
mation may  begin  in  and  jDenetrate  the  mucosa ;  a  false 
diverticulum  may  form  and  may  be  combined  with  a  form  of 
polypoid  growth ;  or,  finally,  the  inflammatory  deposit  may 
affect  the  peritoneal  coat,  chiefly  or  solely,  leaving  the  mucosa 
supple  and  intact. 

It  is  important  to  remember  that  the  naked-eye  appear- 
ance of  the  tumours  in  many  of  the  cases  is  such  that  the 
mimicry  of  carcinoma  is  complete.  Unless  a  careful  micro- 
scopic examination  is  made  differentiation  is  impossible.  It 
is,  accordingly,  not  unreasonable  to  suppose  that  in  some,  at 
least,  of  the  cases  of  "  cure  "  after  colectomy  for  carcinoma 
an  error  has  been  made  of  the  kind  to  which  I  have  drawn 
attention. 
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X. — A    Case  of  Rupture  of  the  Diaphragm.      By  J. 
Paul  Roughton,  M.R.C.S.    Read  December  14, 1906. 

ARTHUR.  T.,  a3t  49,  railway  shunter,  was  admitted  to 
hospital  at  5.30  p.m.  on  October  27,  having  been  squeezed 
between  buffers,  which  caught  him  in  the  epigastrium. 

On  admission. — Careful  examination  revealed  no  lesion  of 
any  importance.  The  seventh  and  eighth  cartilages  of  the  ribs 
were  separated  from,  and  depressed  below,  the  ribs.  His 
temperature  was  96°  F.  and  his  pulse  98.  He  was  apparently 
recovering  from  shock.  He  complained  of  great  pain  in  the 
back  and  precordia. 

October  28,  2.30  a.m. — The  house-surgeon  examined  him 
and  found  that  the  air  entry  over  the  left  lung  was  deficient,. 
He  still  complained  of  pain  in  the  back  and  chest,  which  was 
increased  on  swallowing,  and  swallowing  induced  retching. 
He  had  been  very  restless.  9.30  a.m. :  I  found  his  condition 
much  altered  from  that  of  the  previous  evening.  He  had  had  a 
bad  night  and  still  had  the  severe  pain.  His  pulse  had  gone 
up  to  130  and  his  respirations  to  40.  He  was  rather  stupid 
and  constantly  moaned. 

On  examination. — The  left  hypochondrium  was  slightly 
retracted  and  the  lower  part  of  the  abdomen  moved  only 
feebly  with  respiration.  In  all  other  respects  the  abdomen 
appeared  to  be  normal. 

Chest. — Movement  on  the  left  side  was  markedly  impaired. 
On  percussion  the  cardiac  dulness  was  absent  and  the  left 
side  of  the  chest  was  hyper-resonant;  the  right  side  was 
normal  as  was  the  liver  dulness. 

On  auscultation,  above  the  third  rib  the  breath-sounds 
had  the  character  associated  with  a  lung  compressed  by 
pleural  effusion ;  below  the  third  rib  the  breath-sounds  were 
absent.  On  listening  in  the  fourth  interspace  in  the  anterior 
axillary  line  and  percussing  the  epigastrium  with  coins  a 
well-marked  bell-sound  was  heard;  on  swallowing  "svater  it 
could  be  plainly  heard  entering  the  stomach  both  in  the  epi- 
gastrium and  over  the  left  chest ;  an  exploring  syringe  thrust 
into  the  chest  withdrew  air  at  a  depth  of  two  inches  and 
blood  at  four  inches,  but  not  frothy  blood.  From  these  signs 
I  inferred  that  the  diaphragm  was  extensively  ruptured  and 
that  the  stomach  had  ascended  into  the  chest,  displacing  and 
compressing  the  lung.     I  decided  to  operate,  hoping  to  be 
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able  to  pull  down  the  stomach,  fix  it  firmly  to  the  abdominal 
wall,  and  after  the  abdominal  Avound  was  closed,  aspirate  the 
air  from  the  pleura  which  opening  the  abdomen  would  allow 
to  enter  into  it. 

On  opening  the  abdomen  by  an  incision  through  the  left 
rectus  the  diagnosis  was  at  once  confirmed.  I  passed  my 
hand  high  up  into  the  chest,  up  to  the  compressed  lung  and 
past  the  heart.  Unfortunately,  the  patient's  condition  was  so 
grave  as  to  force  me  to  cease,  and  after  pulling  down  the 
stomach  I  stitched  up  the  wound.  The  traction  on  the 
stomach  was  followed  by  the  passage  of  blood  from  the 
thorax  into  the  abdomen,  Avhich  at  that  time  I  attributed  to 
the  tear  in  the  diaphragm. 

After  the  operation  the  patient  rallied  somewhat  and  he 
had  less  pain ;  he  was  more  collected,  and  he  remained  the 
same  till  11  p.m.,  when  he  became  worse  and  died  at  1  a.m. 

Post-mortem. — There  w^as  ecchymosis  of  the  great  curva- 
ture of  the  stomach,  omentum,  mesentery,  and  pericardium ; 
the  pericardium  had  an  ounce  or  so  of  blood-stained  fluid  in 
it ;  the  heart  was  normal.  The  left  lung  was  completely 
collapsed,  the  chest  being  filled  Avith  about  three-fourths  of 
the  stomach;  the  spleen  had  also  entered  the  chest.  The 
diaphragm  was  torn  entirely  away  from  its  attachments 
between  the  ninth  left  rib  and  the  ensiform  cartilage,  and, 
having  contracted,  formed  simply  a  shelf  between  the  thorax 
and  abdomen.  There  was  a  tear  in  the  spleen  crossing  its 
posterior  border  and  extending  about  an  inch  and  a  half  into 
its  substance.  This  tear  was  doubtless  the  source  of  the 
blood  which  flowed  from  the  thorax  into  the  abdomen  on 
traction  of  the  stomach,  the  hfemorrhage,  as  the  spleen  was 
above  the  diaphragm,  occurring  in  the  thorax  and  not  in  the 
abdomen. 

I  thought  it  worth  while  to  bring  this  case  to  the  notice 
of  the  Society  because  of  the  unequivocal  nature  of  the  signs 
showing  that  the  diaphragm  Avas  ruptured,  or  rather  that  the 
stomach  w^as  in  the  thorax,  viz.,  the  absence  of  cardiac 
dulness,  the  hyper-resonance  of  the  chest,  the  compression  of 
the  lung  above  the  third  rib,  the  absence  of  breath-sounds, 
the  conduction  of  the  bell-sound  from  the  epigastrium  to  the 
chest,  and  the  ease  with  which  the  water,  on  swalloAving, 
could  be  heard  entering  the  stomach  both  in  the  epigastrium 
and  over  the  chest. 

I  think  it  remarkable  that  so  serious  a  lesion  of  the 
diaphragm  presented  no  symptoms  for  so  long  a  time  after 
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the  accident,  and  it  was  this  fact  which  determined  nie  to 
operate,  as  so  large  a  rupture  of  the  diaphragm  did  not  at 
first  embarrass  him,  and  it  was  not  until  the  attacks  of  retch- 
ing had  forced  the  stomach  into  the  thorax  that  the  patient's 
condition  was  alarming,  and  I  therefore  hoped  that  if  I  could 
only  fix  the  stomach  in  the  abdomen  I  might  disregard  the 
lesion  of  the  diaphragm.  On  account  of  the  absence  of  signs 
of  blood  in  the  peritoneum  before  the  operation  and  its 
demonstrable  absence  on  opening  the  peritoneum  I  over- 
looked the  possibility  of  a  rupture  of  the  spleen,  it  not 
occurring  to  me  that   it  might  be  bleeding  into  the  pleura. 
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XI. —  A  Case  of  Traumatic  Hernia  through  the 
Diaphragm.  By  James  Berry,  B.S.  Read  December 
14,  1906. 

FREDERICK  P.,  a  railwayman,  a3t.  19,  while  engaged  in 
chalking  a  truck  was  struck  in  the  back  by  another  truck 
so  that  he  was  squeezed  between  the  two  buffers.  He  managed 
to  fall  clear  of  the  line  and  to  avoid  being  run  over.  He 
was  picked  up  and  brought  to  the  Royal  Free  Hospital,  where 
I  saw  him  seven  hours  after  the  accident,  on  November  11, 
1898. 

He  Avas  then  greatly  collapsed  and  exceedingly  pale. 
Over  the  upper  part  of  the  abdomen  and  the  precordial 
region  in  front  and  in  the  corresponding  regions  behind, 
there  were  slight  abrasions  of  skin  and  some  subcutaneous 
bruising.  The  abdomen  was  not  distended,  measuring  28^ 
ins.  in  circumference  at  the  umbilicus.  No  fracture  of  ribs 
could  be  detected.  The  heart  was  displaced  considerably, 
the  cardial  duluess  extending  nearly  two  inches  to  the  right 
of  the  sternum.  The  apex  beat  could  not  be  felt.  There 
was  dulness  over  the  whole  of  the  left  back  as  far  forwards 
as  the  mid-axillary  line  and  hyperresonance  in  front. 
There  was  no  audible  breath-sound  over  the  left  chest  except 
at  the  upper  and  anterior  part.  Over  the  lower  part  of  the 
right  pleura  there  were  also  dulness  and  diminished  breath - 
sounds.  Respiration  very  shallow  and  forty  to  the  minute. 
Pulse  130  and  very  feeble.  Temperature  on  admission.  96°F., 
rising  to  98°  F.  in  the  course  of  the  first  twenty-four  hours. 
The  patient  had  passed  urine  naturally  and  there  was  no 
hrematuria.  The  diagnosis  made  at  this  time  was  that  of 
hfemopneumothorax  due  to  laceration  of  the  left  lung  and 
probably  other  viscera  as  well.  It  was  suggested  that,  from 
the  nature  of  the  injury,  the  diaphragm  might  have  been 
injured,  but  no  definite  diagnosis  of  this  was  made. 

During  the  next  three  days  the  patient  remained  in  much 
the  saine  desperately  bad  condition.  The  signs  of  blood  in 
the  left  pleura  gradually  increased,  the  dulness  extending  as 
far  forwards  as  the  anterior  axillary  line.  The  patient 
vomited  occasionally  and  complained  constantly  of  pain  in 
the  upper  abdomen  and  in  the  precordial  region. 

On  November  14  it  was  noted  that  the  area  of  tympanites 
at  the  upper  part  of  the  left  chest  Avas  less  marked,  but  that 
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at  tlie  lower  and  anterior  part  there  was  a  marked  area  of 
tympanites  between  the  cardiac  region  and  the  area  of  duhiess 
in  the  left  lower  axilla.  This  was  continuous  with  the 
stomach  resonance  of  the  upper  abdomen.  The  pulse  at 
this  time  had  fallen  to  100,  but  was  still  very  weak  and  often 
irregular  both  in  volume  and  rhythm.  Vomiting  then  began  to 
be  a  prominent  feature  of  the  case,  the  patient  frequently 
bringing  up  small  quantities  of  brown  coffee-ground  material. 

On  November  15  the  area  of  tympanites  before  referred  to 
had  extended  higher  up  the  front  of  the  chest.  It  was  also 
noticed  that  the  left  chest  was  somewhat  retracted  and  that 
the  ai-ea  of  cardiac  dulness  had  shifted  back  nearly  to  its 
normal  position.  The  circumference  of  the  abdomen  had 
diminished  from  28  i  to  2-li  in.  These  physical  signs 
seemed  to  indicate  that  the  pneumothorax  was  disappearing 
and  that  its  place  was  being  taken  by  stomach  and  other 
abdominal  viscera  passing  up  into  the  thorax.  The  diagnosis 
of  hernia  of  the  stomach  through  a  rent  in  the  diaphragm 
seemed  to  be  fairly  clearly  established.  As  the  vomiting  was 
becoming  more  urgent  and  strangulation  seemed  probable  it 
was  decided,  after  consultation  with  several  of  my  colleagues, 
both  medical  and  surgical,  that,  desperate  as  the  man's  con- 
dition was,  he  should  be  given  what  slender  chance  an  opera- 
tion might  afford.  The  abdomen  was  accordingly  opened  in 
the  middle  line  above  the  umbilicus.  A  rent  in  the  left 
posterior  part  of  the  diaphragm  large  enough  to  admit  the 
hand  was  found.  Through  this  most  of  the  stomach  and 
transverse  colon,  the  whole  of  the  great  omentum,  and  the 
upper  part  of  the  left  kidney  had  passed.  The  spleen  had 
been  cut  into  two  nearly  equal  halves,  the  upper  portion 
lying  free  in  the  left  pleural  cavity,  which  contained  also  a 
larofe  amount  of  fluid  blood.  The  herniated  viscera,  which 
were  moderately  constricted  by  the  edges  of  the  opening  in 
the  diaphragm,  were  drawn  back  with  some  little  difficulty. 
The  rent  in  the  diaphragm  was  then  closed,  partly  with 
suture  and  partly  by  utilising  the  left  lobe  of  the  liver  to 
block  it  up.  The  operation  lasted  half  an  hour  and  the 
patient  died  very  shorth- after  its  completion — at  1.30  a.m.  on 
November  16. 

The  post-mortem  showed  little  more  than  has  already  been 
mentioned.  The  left  lung  was  completely  collapsed  and  the 
left  pleura  contained  much  blood. 

The  difficulty  of  exact  diagnosis  in  this  case  was  con- 
siderable, especially  as  the  patient's  general  condition  through- 
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out  was  so  bad.  The  orig-iual  principal  injury  AV'as  no  doubt 
the  damao-e  to  the  left  lung  causing  lia3niopneuniothorax. 
It  seems  to  me  that  as  the  pneumothorax  became  absorbed  the 
abdominal  viscera  were  gi-adually  and  slowly  forced  up  into  the 
thorax,  probably  about  the  third  day  after  the  injury.  The 
physical  signs  of  pneumothorax  were  then  gradually  replaced 
by  those  of  hernia  of  the  stomach.  The  large  size  of  the  opening 
in  the  diaphragm  preventeil  anything  like  tight  strangulation 
of  the  herniated  viscera.  Vomiting,  therefore,  was  not  severe 
until  the  herniated  portion  of  the  stomach  became  greatly 
distended  and  congested.  I  take  it  that  the  colfee-ground 
material  that  w^as  vomited  came  chiefly  from  the  distended 
and  congested  portion  of  the  stomach  "within  the  thorax. 

It  may  be  thought  by  some  that  operation  ought  to  have 
been  undertaken  sooner.  But  it  must  be  remembered  that 
owing  to  the  presence  of  other  severe  injuries,  such  as  the 
rupture  of  the  spleen  and  the  laceration  of  the  lung  and  the 
extensive  haemorrhage  that  accompanied  these  injuries,  the 
man's  condition  was  at  no  time  such  as  to  justify  the  perform- 
ance of  a  large  operation,  except  under  the  most  pressing 
conditions.  It  Avas  the  nature  and  persistence  of  the  vomit- 
ing that  eventually  compelled  me  to  intervene.  I  venture  to 
think  that  the  vomiting  of  considerable  quantities  of  coffee- 
ground  material  is,  in  itself,  an  important  indication  of 
strangulation  of  the  stomach.  In  the  only  other  case  of 
strangulation  of  a  diaphragmatic  hernia  of  the  stomach 
that  has  come  under  m}"  observation  this  same  kind  of 
vomiting  was  a  most  marked  feature  of  the  case.  This  case 
was  under  the  care  of  a  surgeon  at  St.  Bartholomew's 
Hospital  many  years  ago.  The  hernia  was  first  discovered  in 
the  post-mortem  room. 
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XII. — Acute  Peritoiiifis  vitli  Fat-necrosis  :  no  Disease 
of  the  Pancreas  fonuJ.  By  Johx  Faavcett,  M.D. 
Bead  Kovemher  23,  190G. 

ANNIE  S.,  a3t.  59,  was  admitted  into  Guy's  Hospital  on 
October  15,  1905,  under  the  care  of  Dr.  Hale  White,  for 
severe  abdominal  pain  and  vomiting-  Avhich  had  commenced 
suddenly  on  the  pi-evious  day.  The  pain  was  at  first  located 
in  the  upper  part  of  the  abdomen  ;  the  patient  was  sick  in  the 
evening  of  October  14,  and  the  vomiting  continued  at 
intervals  during  the  following   day. 

The  only  feature  of  interest  recorded  with  regard  to  her 
past  history  was  that  six  months  before  admission  she  had 
had  two  or  three  attacks  of  pain  in  the  upper  part  of  the 
abdomen,  which  she  described  as  being  of  a  similar,  though 
less  severe  character,  than  the  present  one. 

Condition  on  admission. — Temperature  95°  F.,  pulse  88, 
respirations  28.  The  patient  was  in  great  pain,  constantly 
calling  out  for  something  to  relieve  it.  The  abdomen  was 
neither  distended  nor  retracted  and  moved  well  with  respira- 
tion ;  it  was  not  rigid  but  was  extremely  tender  on  palpation 
in  the  upper  part.  There  was  a  resonant  note  everywhere  on 
percussion. 

The  urine  was  free  from  abnormal  constituents. 

The  temperature  remained  subnormal  throughout  and  the 
pulse-rate  did  not  rise  above  92  per  minute. 

During  the  subsequent  twenty-four  hours  the  pain  became 
somewhat  less  in  severity  and  the  sickness  ceased,  but  after 
this  interval  of  time  the  patient  began  to  vomit  again,  and 
about  three  hours  later  the  vomit  was  said  to  be  "  sterco- 
raceous."  Laparotomy  was  then  performed  (October  16).  A 
small  quantity  of  a  brownish  fluid  was  present  in  the  peri- 
toneal cavity ;  several  areas  of  fat-necrosis  were  seen  in  the 
great  omentum,  and  below  the  lesser  curvature  of  the  stomach 
a  small  quantity  of  extravasated  blood;  no  other  jDathological 
changes  were  detected. 

The  patient  gradually  sank  after  the  operation  and  died 
on  October  17. 

Autopsy. — I  performed  the  j)ost-vwrlem  examination  on 
October  18  and  found  a  recent  generalised  peritonitis  present 
with  a  quantity  of  fluid  having  a  l)ile-like  colour  in  the  peri- 
toneal cavity. 
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There  were  a  number  of  adhesions  between  the  stomach, 
the  duodenum  and  the  great  omentum  in  front,  and  the 
pancreas  posteriori}-.  These  adhesions  were  probably  of  some 
age  for  they  required  considerable  force  to  separate  them. 

A  wide-spread  fat-necrosis  was  present  on  the  great  and 
the  lesser  omentum,  and  over  the  front  of,  and  around,  the 
pancreas;  the  necrotic  areas  were  pale  yellow  in  colour. 
There  was  a  recent  haemorrhage,  the  size  of  a  walnut,  in  the 
gastro-hepatic  omentum. 

The  pancreas  was  firm  and  hard  to  cut ;  no  abnormal 
changes  were  visible  in  it. 

The  gall-bladder  appeared  to  be  quite  healthy  and  also 
the  bile-ducts ;  in  the  interior  of  the  gall-bladder  were  three 
calculi,  the  largest  the  size  of  a  hazel  nut,  and  the  smallest, 
which  was  loosely  fixed  in  the  orifice  of  the  cystic  duct,  the 
size  of  a  pea.  The  stones  were  composed  of  cholesterin  and 
pigment.  The  common  bile-duct  appeared  to  be  somewhat 
dilated,  measuring  just  over  \  in.  in  circumference  ;  its  lining 
membrane  Avas  healthy  and  there  were  no  signs  of  any 
previous  damage  to  the  duct.  All  the  other  organs  of  the 
body  were  healthy. 

Bacteriological  examination. — Cultivations  made  by  Dr. 
Eyre  from  the  spleen  and  from  the  blood  in  the  heart  exhibited 
a  growth  of  Bacillus  coli  communis  only. 

Microscopical  examination. — The  pancreas  appeared  to  be 
quite  healthy,  the  glandular  epithelium  staining  well  and 
exhibiting  a  normal  appearance,  and  there  was  no  small-celled 
infiltration  of  the  viscus. 

Remarhs. — Although  in  the  majority  of  cases  fat-necrosis 
is  associated  with  disease  of  the  pancreas,  yet  there  are 
some  cases  in  which  no  lesion  of  that  organ  is  discover- 
able ;  a  number  of  these  are  now  on  record.  Opie  refers  to 
those  published  by  Flexner  and  Fraenckel.  Haffner  in  the 
Miinchener  med.  Wochensclirift,  li,  1904,  relates  a  very  similar 
case  to  the  one  here  recorded  of  disseminated  fat-necrosis, 
without  any  lesion  of  the  pancreas,  in  which  the  sym- 
ptoms suggested  perforation  of  a  hollow  viscus  such  as  the 
stomach.  In  the  Guy's  Hospital  post-mortem  records  during 
the  past  six  years  there  are  notes  of  three  cases  in  which  fat- 
necrosis  was  found  without  any  obvious  disease  of  the 
pancreas,  although  special  attention  was  paid  to  this  organ ; 
in  none  of  these  three  were  microscopical  sections  of  the 
pancreas  examined,  but  notwithstanding  this  the  cases  are  of 
interest  and  are  here  brieflv  recorded. 
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Case  1. — Eliza  II.,  03t.  33,  was  admitted  under  Dr. 
Washbourn  on  July  14,  1901,  for  acute  abdominal  pain, 
Avliich  had  connnenced  on  the  previous  day.  The  abdomen 
was  opened  by  Mr.  Lane  twelve  hours  after  the  onset  of  the 
attack  but  no  cause  was  found  to  account  for  the  s^niijitoms. 

Autopsy  (July  15). — A  small  quantity  of  brownish  fluid 
was  found  in  the  peritoneal  cavity.  There  were  numerous 
areas  of  fat -necrosis  in  the  very  fat  omentum,  in  the 
appendices  epiploica^,  and  on  the  intestinal  coils.  In  the 
region  of  the  pancreas  the  tissues  were  stained  by  a  deposit 
of  altered  blood.  The  pancreas  was  of  firm  consistence  and 
exhibited  no  change  whatever  to  the  naked  eye ;  there  was 
no  lifEmorrhage  into  its  substance.  The  gall-bladder  was 
large,  its  walls  thick,  and  in  its  interior  were  a  number  of 
small  jDigment-calculi  with  cholesterin  on  their  surface. 

Case  2. — Sarah  E.,  set.  45,  was  admitted  under  Dr.  Hale 
White  in  1901  Avith  enlarged  cervical  glands  which  proved 
to  be  sarcomatous.  She  died  of  hsematemesis,  having 
previously  suffered  from  epistaxis,  bleeding*  from  the  gums 
and  other  places. 

Autojjsy  (October  2). — A  healed  duodenal  ulcer  was  situated 
at  a  distance  of  3  cm.  below  the  pylorus  and  Avas  firmly 
attached  to  the  pancreas.  There  were  many  areas  of  fat- 
necrosis  scattered  over  the  visceral  jDeritoneum,  especially 
numerous  in  the  region  of  the  pancreas,  behind  the  stomach, 
and  in  the  great  omentum.  The  pancreas  appeared  to  be 
perfectly  normal. 

Case  3. — J.  R.,  tet.  43,  a  labourer,  Avas  admitted  under 
Dr.  Shaw  on  August  16,  1902,  for  an  attack  of  acute  abdo- 
minal pain  Avhicli  had  set  in  suddenly  on  the  previous  day. 
Laparotomy  Avas  performed  and  a  perforated  ulcer  Avas 
found  on  the  posterior  surface  of  the  stomach ;  this  Avas 
closed  by  suture.  The  patient  died  on  August  17.  No  areas 
of  fat-necrosis  were  seen  at  the  time  of  the  operation. 

Antoiisy. — There  Avas  a  recent  acute  peritonitis,  and  in  the 
fat  of  the  great  omentum  a  few  opaque  yellow  areas  of  fat- 
necrosis.  The  ulcer  Avas  of  the  acute  type.  The  gall-bladder 
Ava?  empty.     The  pancreas  appeared  to  be  perfectly  healthy. 

Opie,  in  his  Avork  on  Diseases  of  the  Pancreas,  agrees 
Avith  the  generally-accepted  vieAv  that  fat-necrosis  is  caused 
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by  the  pancreatic  ferment  invading-  the  tissues  and  exerting 
its  fat-splitting"  action  upon  the  living  fat-tissue.  He  alludes 
to  the  fact  that  Flexner  has  found  the  ferment  in  the  necrotic 
areas,  and  says  that  "  fat-necrosis  is  always  a  consequence  of 
pancreatic  disease." 

To  accept  this  statement  as  it  stands  renders  an  explanation 
of  such  a  case  as  the  one  here  recorded  somewhat  difficult.  The 
setting  free  of  "  steapsin  "  is  almost  certainly  the  cause  when 
the  pancreas  is  damaged,  but  in  the  absence  of  this  one  must 
at  any  rate  keep  an  open  mind  as  to  the  possibilities  of  a  fat 
ferment  being  generated  elsewhere  than  in  the  pancreas,  and 
that  such  a  ferment  may  arise  from  the  action  of  bacteria. 
On  the  other  hand  it  is  probable  that  we  do  not  3'et  know 
all  the  conditions  under  which  a  fat-splitting  ferment  is 
set  free  from  the  pancreas ;  when  we  do  possess  a  more 
complete  knowledge  of  the  subject  we  may  find  that  the  forma- 
tion of  the  necrotic  foci  is,  after  all,  dependent  on  the  pan- 
creatic ferment.  It  is,  I  think,  true  that  even  in  the  cases 
where  the  pancreas  appears  to  be  healthy  the  greater  number 
of  the  necrotic  patches  are  in  the  neighbourhood  of  the 
pancreas,  and  it  may  be  that  obstruction  to  the  pancreatic 
duct  or  interference  with  the  blood-supply  to  the  gland  is 
sufficient,  in  some  cases,  to  set  the  ferment  free  without  pro- 
ducing any  lesion  of  the  gland  itself,  which  is  recognisable 
either  by  the  naked  eye  or  microscopically. 

Under  present  conditions  of  knowledge  it  can  hardly  be 
said  that  the  pancreatic  ferment  theory  is  a  satisfactory 
explanation  of  cases  in  which  fat-necrosis  is  found  in  the 
adipose  tissue  of  the  pericardium  or  in  the  subcutaneous  fat. 
Also  it  is  equally  unsatisfactory  to  suggest  that,  inasmuch  as  in 
some  of  the  cases  gall-stones  have  been  found,  the  fat-necrosis 
in  these  cases  is  the  result  of  compression  of  the  pancreatic 
duct  by  the  calculi.  This  may  explain  some  cases  but  cer- 
tainly not  all.  In  the  case  I  have  related,  although  there  were 
gall-stones  in  the  gall-bladder  the  duct  was  not  compressed. 
In  Case  2,  from  the  Guy's  records,  it  is  possible  that  the 
pancreatic  duct  may  have  been  obstructed  by  the  adhesions 
between  the  healed  duodenal  ulcer  and  the  pancreas,  and  in 
Cases  1  and  3  the  gland  may  have  been  damaged  at  the 
operation.  This  explanation  would  not  suffice  in  the  case  I 
have  related  for  the  necrotic  foci  were  seen  at  the  operation. 
If  an  injury  of  this  kind  does  lead  to  fat-necrosis  it  must  be 
exceedingly  rare,  for  otherwise,  with  the  large  number  of 
laparotomies  now   performed   for  the  treatment    of   various 
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couditioiis  in  the  region  of  the  stomaeli    fat-necrosis  would 
probably  be  fonnd  more  frequently. 

From  the  clinical  point  of  vieAV  the  interest  of  the  case 
lies  in  the  fact  that  there  is  still  another  condition  which 
simulates  a  peritonitis  due  to  perforation,  of  which  one  of  the 
most  prominent  pathological  features  is  the  presence  of  a 
widespread  fat-necrosis.  That  this  condition  is  not  so  ex- 
ceedingly rare  is  shown  by  the  cases  which  have  occurred  at 
Guy's  Hospital  here  recorded,  and  also  in  the  careful  report 
of  a  similar  case  by  Haffner  jjreviously  referred  to.  What- 
ever the  cause  may  ultimately  prove  to  be,  the  acute  abdominal 
symptoms  manifested  are  probably  due  to  the  early  involve- 
ment of  the  peritoneum,  and  not  directly  to  the  necrotic  fat- 
deposits. 
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XIII. — CV.sv  (if  Acute  Pnenraouia,  ufitli  Abscess  of  the 
Lang  and  Acute  Endocarditis  {Endocarditis  pueu- 
monica).  By  Francis  H.  Hawkins,  M.D.  Read 
January  11,  1907. 

WILLIAM  J.  Gr.,  tet.  51,  labourer,  was  admitted  under 
my  care  ou  April  26,  1906,  witli  the  following  history : 
About  the  first  week  in  March  the  patient  had  influenza,  from 
which  he  recovered.  On  April  19  he  was  suddenly  seized 
with  severe  pain  in  the  abdomen  and  the  right  side  of  the 
chest ;  this  was  followed  by  cough  and  a  good  deal  of  blood- 
stained expectoration.  On  April  24  he  had  diarrhoea,  and 
on  the  following  day  he  vomited. 

State  on  admission. — Patient  is  a  well-developed,  some- 
Avhat  spare  man.  His  face  is  flushed,  eyes  staring,  and  he  is 
lying  on  his  back. 

Examination. — The  respiratory  movements  are  mainly 
abdominal  (34  per  minute).  The  left  half  of  the  thorax 
moves  slightly  better  than  the  right,  but  neither  side  moves 
freely. 

night  side  [anteriorlij). — The  percussion  note  is  dull  from 
the  clavicle  to  the  fourth  rib ;  below  it  is  resonant  till  merging 
into  the  liver  dulness.  The  breath-sounds  over  this  dull  area 
are  indeterminate  in  character.  No  adventitious  sounds  are 
heard. 

Posteriorly. — The  percussion  note  is  dull  over  the  supra- 
and  interscapular  regions.  The  breath-sounds  over  these 
regions  are  bronchial  in  character. 

The  percussion  note  over  the  base  of  the  lung  is  resonant, 
and  numerous  rales  are  present  at  the  base  and  over  the 
axillary  region.  Over  the  left  side  there  was  nothing 
abnormal  to  note. 

The  sputum  is  viscid,  of  a  rusty  colour,  and,  in  parts, 
slightly  tinged  with  blood. 

Heart. — Apex  normal;  no  murmiir  is  heard. 

Pidse. — 104,  regular. 

The  tongue  is  dry  and  brown.  Bowels  moved  once  ;  stool 
loose.  Temperature  103°  F.  Urine,  sp.gr.  102;  albumen, 
a  trace. 

April  27. — During  the  night  the  patient  was  very  delirious, 
and  he  was  constantly  trying  to  get  out  of  bed.     When  seen 
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clnriiio-  the  clay  there  was  Avell-iiiarkeil  tnhnlar  breatliing  over 
the  riylit  infra-clavicular  region.  The  temperature  (four- 
hourly)  at  3  a.m.  was  102-6°,  at  7  a.m.  and  at  11  a.m  101°, 
at  3  p.m.  and  7  p.m.  100°,  and  at  11  y.m.  101*2°  F.  The 
bowels  were  open  iour  times;  stools  liquid. 

April  28. — Patient  was  still  delirious.  Temperature  at 
3  a.m.  was  100-2°,  at  7  a.m.  99*8°,  at  11  a.m.  98-4°,  at  3  p.m. 
100-8,  at  7  p.m.  99-2°,  and  at  11  p.m.  99°  F.  Bowels  moved 
once. 

April  29. — The  temperature  at  3  a.m.  was  96°  F.  The 
patient  was  now  quite  sensible.  The  breath-sounds  over  the 
infra-clavicular  region  were  tubular  in  character,  and  fine 
creju'tations  w^ere  heard. 

The  temperature  on  May  1  was  98°  F. 

Further  report  of  the  case. — The  dulness  over  the  right 
infra-clavicular  region  did  not  disappear,  but  extended  some- 
what lower  down.  The  breath-sounds  over  this  region  varied 
in  character,  some  days  being  tubular,  and  at  other  times  of 
an  indeterminate  character.  Crepitations,  and  later  coarse 
rales,  w^ere  heard.  From  May  1  the  temperature  Avas  higher 
each  day,  and  on  the  6th  it  was  105-4°  F.  at  3  a.m.;  at  11  a.m. 
it  fell  to  102°  F.,  and  the  patient  then  perspired  profusely. 
On  May  7,  at  3  a.m.,  the  patient  had  a  rigor  and  vomited; 
the  temperature  was  104*8°  F. ;  after  sponging  it  fell  to 
101-6°  F.,  rising  at  11  a.m.  to  104*6°  F.  At  3' p.m.  it  was 
104-4°  F.,  but  at  7  p.m.  it  had  fallen  to  96°  F.,  and  the 
patient  again  perspired  profusely.  On  the  9th  the  patient 
lost  control  of  the  sphincters,  and  the  temperature,  notwith- 
standing the  use  of  the  ice-cradle  and  sponging,  kejjt  up  to 
104-8°  F.  On  the  10th,  at  5.10  a.m.,  the  patient  had  a  con- 
vulsive seizure,  followed  by  semi-coma,  which  gradually 
became  complete,  and  he  died  at  3  p.m.  During  this  time  no 
cardiac  murmur  was  heard.  The  tongue  was  dry  and  covered 
with  a  brown  fur.  The  bowels  moved  daily  from  two  to  four 
times.    The  albumen  in  the  urine  Avas  never  more  than  a  trace. 

Necropsy. — Thorax  :  The  upper  and  middle  lobe  of  the 
right  lung  w^ere  adherent  to  the  chest-wall  by  recent 
adhesions. 

Right  lung  :  The  right  upper  lobe  was  in  a  state  of  grey 
hepatisation,  and  contained  three  abscesses;  two  were  deep 
seated,  and  about  the  size  of  a  large  walnut,  the  third  was 
superficial,  near  the  anterior  border  on  the  level  of  the  third 
and  fourth  cartilages,  and  was  of  the  size  of  a  hen's  egg ;  all 
three  contained  pultaceous  greyish  pus,  and  had  a  distinct 
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lining  membrane.       Tlie  lower  lobe  of  the  right  lung  and  the 
whole  of  the  left  lung  were  oedeniatous. 

Heart :  At  the  base  of  the  posterior  aortic  cusp  was  a 
recent  fibrinous  deposit,  which,  on  being  removed,  showed  an 
ulcerated  surface  about  the  third  of  an  inch  in  diameter. 

The  liver  was  enlarged  and  soft.  The  spleen  was  much 
enlarged  and  its  substance  almost  diffluent.  The  kidneys 
were  enlariJ:ed.     There  Avere  no  infarcts  in  anv  organ. 


Eemaeks. 

I  may,  perhaps,  first  mention  that  I  have  myself  met  with 
one  case  of  abscess  of  the  lung  following  acute  pneumonia 
other  than  that  just  recorded — a  man  between  thirty  and 
forty,  in  whom  the  abscess  was  situated  in  the  right  lower  lobe 
and  undoubtedly  communicated  with  a  bronchus,  and  was 
thus  evacuated.  The  case  was  very  protracted,  but  eventually 
ended  in  recovery.  The  notes  of  this  case  are  unfortunately 
not  now  to  be  found. 

Abscess  of  the  lung  as  a  complication  of  acute  pneumonia 
is  undoubtedly  rare.  "Wilson  Fox  thought  it  was  probably 
more  rare  than  gangrene.  A^on  Leyden,  writing  on  pneu- 
monia, says  :  "  Termi^iation  in  abscess  is  quite  rare,  although 
frequent  enough  to  require  consideration."  AVest,  in  his 
book  on  'Diseases  of  the  Organs  of  Eespiration,'  writes: 
"  Abscess  after  pneumonia  is  extremely  rare."  Of  1165  cases 
in  the  medical  statistics  of  St.  Bartholomew's  Hospital  abscess 
occurred  in  two  cases  only,  one  a  boy,  set.  11,  and  the  other  a 
man,  aet.  30.  Sturges  and  Coupland  also  refer  to  abscess  of 
lung  following  pneumonia  as  being  rare. 

During  a  period  of  ten  years  1006  cases  of  acute  pneumonia 
(687  males,  319  females)  Avere  admitted  into  the  Middlesex 
Hospital.  Necropsies  were  made  on  149  cases  and  in  no 
instance  was  an  abscess  found.  In  an  anal^'sis  of  708  cases 
of  acute  pneumonia  in  St.  Thomas's  Hospital  during  a  period 
of  eleven  years  (made  by  Dr.  Hector  Mackenzie  and  the  late 
Dr.  Hadden)  necropsies  were  made  on  128,  and  in  no  case 
Avas  there  an  abscess  of  the  lung,  Aufrecht,  in  253  fatal 
cases  (202  men,  51  women)  found  3  cases  of  abscess. 
Lebert  states  that  he  has  met  with  4  cases;  the  cavities 
were  small,  varying  betAveen  the  size  of  a  hazel  nut  to  that 
of  a  Avalnut,  and  Osier  found  4  cases  of  abscess  in  100 
autopsies     clothed    Avith    an     organised     pseudo-membrane. 
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Louis  Grisolle  and  Andral  Lave  each  only  observed  1  case ; 
the  latter  states^  "  as  for  ourselves  it  has  never  fallen  to 
our  lot  more  than  once  to  see  a  real  abscess  after  a  pneumonia 
at  the  La  Charite.  It  was  in  the  case  of  a  man  who  died  on 
the  nineteenth  dav  of  intiammation  of  the  luno-.  The  middle 
and  lower  lobe  of  the  right  lung  were  in  a  state  of  grey 
hepatisation  ;  towards  the  middle  part  of  the  lower  lobe  there 
was  observed  nothing  but  a  sort  of  pap  of  a  dirty  grey 
colour,  in  the  centre  of  which  was  found  real  pus  which 
exhaled  no  odour,  the  pulmonar}'  tissue  around  which  was 
at  tirst  very  soft  and,  as  it  Avere,  broken  down  ;  gradually 
recovered  a  greater  consistence.  Xo  particular  sign  had 
disclosed  to  us  during  life  the  existence  of  this  abscess." 
Andral  refers  to  a  specimen  presented  to  the  Roj'al  Academy 
of  Medicine  by  Dr.  Honori  where  the  abscess  cavity  had 
smooth  parietes,  the  cavity  being  the  size  of  a  large  apricot. 
G-risolle,  in  29  cases  collected  from  diiferent  authors,  found 
that  in  most  cases  the  abscess  had  an  irregular  sinuous 
outline  and  that  the  walls  were  bounded  by  shreds  of  tissue; 
only  in  rare  cases  was  an  abscess  membrane  present.  Aufrecht 
considers  that  wdien  such  a  lining  membrane  is  present 
the  abscess  must  have  occurred  in  a  very  late  stage  of  the 
process. 

It  would  appear  that  most  abscesses  are  found  in  parts 
which  are  the  seat  of  grey  hepatisation,  and  the}'  are  pro- 
portionallj^  more  common  in  the  upper  lobes ;  thus  in  26  cases 
collected  by  Grisolle  12  Avere  in  the  upper  lobe,  9  in  the  lower, 
1  in  the  middle,  and  in  1  case  they  Avere  multiple. 

Rare  as  is  abscess  of  the  lung  complicating  pneumonia  such 
associated  with  acute  pneumonia  and  acute  endocarditis  is 
still  more  rare.  I  have  myself  not  been  able  to  find  any  such 
case  recorded  or  even  referred  to  in  literature.  Indeed, 
acute  endocarditis  is,  in  my  experience,  not  commonly  met 
with  in  pneumonia.  Aufrecht  states  that  he  has  himself  seen 
but  a  single  case  of  acute  endocarditis  affecting  the  aortic 
valves  in  the  course  of  pneumonia.  His  view  is  that  such 
varies  as  to  time  and  location.  Grisolle  also  speaks  of  it 
as  a  rare  complication,  and  the  committee  of  collective 
investigation  in  their  report  of  1000  cases  found  endo- 
carditis only  once  mentioned.  Professor  Osier's  experience, 
however,  differs,  for  in  103  necropsies  on  cases  of  lobar 
pneumonia,  acute  endocarditis  was  noted  in  16 — over  15  per 
cent.  Of  these  11  were  of  the  malignant  type.  In  6  of 
these  cases  the  left  lung  Avas  involved,  in  5  the  right,  in  4  the 
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upper  lobe  was  affected,  and  in  7  the  lower.  Professor  Osier 
(piotes  Bouillard  as  having  pointed  out  that  pneumonia  is  not 
infrequently  complicated  Avith  endocarditis,  and  Bouillard 
thought  that  in  a  third  or  fourth  of  the  cases  in  which  there 
Avas  left-sided  pneumonia  there  was  inflammation  of  the  serous 
membranes  of  the  heart.  Professor  Osler^s  experience  differs 
from  this ;  he  found  that  of  36  cases  the  right  side  Avas 
affected  in  26,  and  the  left  in  10  only. 

Now,  in  reading  through  the  notes  of  149  necropsies  on 
cases  of  acute  pneumonia  in  the  published  report  of  the 
Middlesex  Hospital  I  find  4  cases  in  which  endocarditis  A\'as 
present : 

(1)  A  male,  tet.  39,  Avitli  pneumonia  of  the  left  lung;  there 
Avas  recent  endocarditis  on  cusps  of  the  mitral  A'ah'es. 

(2)  A  male,  set.  25,  Avith  double  pneumonia ;  there  AA'as 
"  one  small  recent  A^egetation  on  mitral  valve." 

(3)  A  male,  ast.  oh,  Avitli  pneumonia  of  the  upper  and 
middle  lobe  of  the  riglit  lung;  "  Tavo  patches  of  vegetation 
on  cusps  of  tricuspid  A^ah'e  with  some  ulceration. 

(4)  A  male,  a3t.  54,  Avith  pneumonia  of  the  left  lung. 
There  Avas  vegetative  endocarditis  of  aortic  vah^es.  In  the 
128  necropsies  recorded  in  the  analysis  of  cases  made  in 
St.  Thomas's  Hospital,  to  Avhich  I  have  before  alluded,  one 
case  of  ulcerative  endocarditis  of  the  tricuspid  A'alve  Avas  met 
Avith. 

These  cases  are  of  interest,  shoAving  that  both  the  A-egeta- 
tive  and  the  ulcerative  forms  of  endocarditis  may  be  met 
Avith.  Weichselbaum  (quoted  by  Aufrecht)  states  that  endo- 
carditis pneumonica  is  found  in  two  forms — the  ulcerative  and 
the  verrucose.  The  former,  he  says,  is  far  more  frequent :  in 
his  cases  the  ulcerative  variety  Avas  noticed  six  times  and  only 
once  did  the  verrucose  form  occur.  Heschl,  Xetter,  and 
"Weichselbaum  are  all  agreed  that  the  aortic  A'alves  are  more 
frequently  affected  than  the  mitral ;  the  latter  found  the 
aortic  A-ah'es  affected  five  times  and  the  mitral  only  tAvice ; 
neither  mention  the  tancuspid  A^alves  being  affected. 

In  6  cases  (4  from  the  Middlesex  Hospital  published 
reports,  and  1  from  the  analysis  of  cases  to  St.  Thomas's 
Hospital,  and  the  case  I  noAv  record)  I  find  the  aortic  valve 
affected  in  2  cases,  the  mitral  valve  in  2,  and  the  tricuspid 
in  2.  So  far  as  I  am  aAvare  these  cases  haA'e  not  been 
referred  to  before. 

In  the  case  I  have  brought  before  you  no  bacteriological 
examination  Avas  made,  but,  nevertheless,  I  venture  to  describe 
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it  as  a  case  oi:  eudoearditis  puemnoiiica.  Weicliselbaum  has 
demonstrated  the  Diplococeus'  j^neumonix  upon  the  growth 
from  tlie  valves,  and  Xetter  in  9  cases  of  endocarditis 
pneumonique  found  in  7  cases  the  same  bacteria  as  in  the 
pneumonic  lung. 

I  may  just  refer  to  the  fact  that  in  the  case  now  recorded 
no  cardiac  murmur  was  heard;  it  was  constantly  listened  foi", 
as  the  case  seemed  to  me  to  be  one  of  ulcerative  endocarditis 
complicating  the  pneumonia ;  and  it  is  of  interest  to  note  that 
in  the  cases  recorded  by  Professor  Osier  in  his  Gulstonian 
lectures  no  murmurs  were  heard. 
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XIV. — A  Fatal  Case  of  Muxa^dcma,  iinfli  cJiaiKjrs  iji  tJte 
J\irathi/roid  Glands.  By  David  Foksytit,  M.D. 
Bead  January  11,  1907.  With  microjyJiotograjjh-s. 
Pis.  IX  and  X. 

MR.  PRESIDENT  ANDGENTLEMEN  — The  modern  treat- 
ment of  myxoedema  lias  so  aifected  the  mortality  of  the 
disease  that  opportunities  of  examining  subjects  'pos-t  mortem 
are  by  no  means  common.  While  this  result  is  wholly  satis- 
factory to  ns  as  clinicians,  from  a  pathological  point  of  view 
it  is  perhaps  regrettable,  because  the  work  of  recent  years 
suggests  that  the  pathogeny  of  myxoedema  is  more  complex 
than  was  at  one  time  believed.  The  attempted  production  of 
the  disease  in  animals  has  led  to  results  more  contradictory 
than  would  have  been  anticipated.  The  thyroid  has  been 
removed,  and  the  chronic  symptoms  of  myxoedema  have 
followed ;  it  has  been  removed,  and  acute  nervous  symptoms 
leading  to  speedy  death  have  resulted ;  it  has  been  removed 
with  no  untoward  accident  being  produced.  These  results 
raise  a  question  as  to  whether  myxoedema  is  attributable  to 
the  loss  of  the  thyroid  function  alone,  and  the  doubt  is 
fostered  by  the  fact  that  in  some  cases  the  administration  of 
the  gland  extract  fails  in  its  results.  The  whole  question  has 
been  still  further  complicated  by  the  supposition  on  the  part 
of  many  that  the  parathyroid  glands  possess  a  function  of 
prime  importance  which  is  intimately  bound  up  with  that 
of  the  thyroid.  To  what  extent  (if  any)  these  small  bodies 
are  concerned  in  the  production  of  myxoedema  is  not  settled ; 
in  fact,  as  far  as  I  am  aware,  no  account  of  their  condition  in 
atrophy  of  the  thyroid  has  been  published. 

The  particular  case  I  am  bringing  to  your  notice  this 
evening  derives  its  interest,  not  so  much  from  its  clinical 
features  as  from  the  fost-mortem  findings,  yet  I  feel  no  excuse 
is  needed  for  submitting  it  to  this  purely  clinical  gatherino-. 
The  thyroid  gland  can,  without  exaggeration,  be  looked  on  as 
the  peculiar  property  of  our  Society,  seeing  that  its  relation 
to  myxoedema  was  here  established.  Under  these  circum- 
stances an  account  of  the  parathyroid  glands  will  not  be 
Avithout  interest  to-night. 

The  patient  with  whom  we  are  concerned  was  under 
observation  only  a  short  while  before  death,  and  the  notes  of 
her  condition  are  brief.     She  was  admitted  into  Guy's  Hospital 
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under  Dr.  Hale  "White,  and  to  hitn  I  am  indebted  for  access 
to  the  clinical  report,  of  which  the  following  are  the  salient 
points  : 

N.  P.,  fet.  58,  married,  was  admitted  on  March  19, 
1906,  for  "general  debility."  Her  father  died  of  heart- 
disease  at  the  age  of  forty-nine  ;  her  mother  lived  till  eighty- 
four,  when  she  died  of  old  age,  and  in  neither  was  there  any 
history  of  thyroidal  trouble.  The  patient  bore  three  children, 
all  of  whom  are  alive  and  well,  the  eldest  being  twentj'-six 
and  the  youngest  tAventy.  There  is  no  history  of  any  family 
hereditary  disease. 

The  previous  illnesses  include  none  more  serious  than 
scarlet  fever  and  German  measles  in  childhood.  The  out- 
standing feature  of  her  adult  life  appears  to  have  been 
intemperance. 

The  mental  state  of  the  patient  disabled  her  from  render- 
ing any  trustworthy  account  of  her  illness,  and  the  details 
were  obtained  from  the  husband.  By  him  the  disease  was 
dated  back  four  years,  beginning  insidiously.  Even  before 
that  date,  however,  comment  had  been  made  on  the  inactivity 
of  her  habits,  and  on  her  marked  disinclination  to  expose 
herself  to  the  open  air. 

For  three  years  the  progress  of  the  disease  was  slow,  but 
twelve  months  ago  she  was  unable  to  get  upstairs  without 
assistance,  and  since  then  she  had  grown  more  and  more 
inactive.  Two  or  three  months  before  admission  the  disease 
began  to  make  rapid  strides.  Her  mind  became  affected  and 
she  grew  child-like.  What  little  power  of  locomotion  she 
still  retained  deserted  her,  and  she  was  unable  to  walk. 
Persistent  pain  settled  in  the  back  of  the  neck.  She  lost 
control  of  both  bladder  and  rectum.  Her  teeth  loosened  and 
fell  out  without  preliminary  decay.  Her  hair,  not  only  on 
the  scalp,  but  from  the  eyebrows  too,  was  shed,  and  she 
rapidly  sank  into  a  helpless  and  apathetic  state. 

On  admission  the  temperature  was  96°  F.,  pulse  SQ,  and 
respirations  20.  The  patient  was  noted  as  a  little  woman, 
Avith  a  complexion  suggesting  the  yellow  tint  of  pernicious 
anaemia.  She  was  singularly  dull  and  listless,  and  the  difficulty 
of  communication  with  her  was  not  lessened  by  a  certain 
suspiciousness  in  her  attitude  towards  others.  To  questions 
her  replies  were  delayed,  and  were  then  given  in  slow, 
deliberate  manner,  Avith  thick  articulation.  As  already  men- 
tioned, she  was  unable  to  supply  details  of  her  past  history. 

She  lay  still  in  bed  on  her  back,  and  complained  that 
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movement  of  her  legs  was  painful^  and  of  her  head  very 
])ainfah  Her  arms  she  used  in  a  slow  and  luniljerino"  fashion. 
No  teeth  remained  in  her  jaws,  and  much  hair  had  fallen  out 
from  the  scalp,  but  the  baldness  was  more  marked  in  the  eye- 
brows. The  tongue  was  clean,  but  abnormally  large.  The 
skin  over  the  whole  body  was  dry,  very  tough,  and  yellow, 
and  the  slightest  touch  appeared  to  give  pain,  especially  on 
the  soles  of  both  feet.  'J'he  left  ankle  was  red  and  swollen, 
and  the  subcutaneous  tissue  about  it  pitted  on  pressure.  The 
hands  were  cold  and  spade-shaped,  and  the  thyroid  appeared 
atrophied.  The  pupils  reacted  to  light  and  accommodation. 
The  calves  of  the  legs  were  not  tender,  and  there  was  no 
paralysis,  though  the  grip  of  the  hands  was  weak.  Knee- 
jerks  normal;  flexor  plantar  reflex;  loss  of  control  of  the 
bladder.  The  respiratory  and  circulatory  systems  presented 
nothino;  abnormal.  The  abdomen  was  larg'e — 35  in.  at  the 
umbilicus — but  no  ascites  had  formed.  The  spleen  was 
not  palpable,  but  the  liver  was  felt  2  in.  below  the  costal 
mai'gin.  An  examination  of  the  blood  showed  red  corpuscles 
1,700,000  (34  per  cent.),  Avhite  corpuscles  5000,  haBmoglobin 
30  per  cent. 

The  progress  of  the  case  w^as  from  the  fii'st  towards  a 
fatal  end.  Her  mind  wandered  considerably,  and  her  memory 
was  unretentive  of  the  most  recent  events.  She  grew  more 
and  more  noisy,  especially  at  night,  and  died  on  April  2 — a 
fortnight  after  admission.  The  treatment  employed  consisted 
of  five  grains  of  dried  thyroid  extract  three  times  a  day  and 
a  mixture  containing  potassium  iodide.  The  former  was 
omitted  for  a  couple  of  days  as  it  was  suspected  to  be  in  part 
responsible  for  the  delirium. 

Post-mortem  examination  made  twelve  hours  after  death. — 
There  were  old-standing*  adhesions  between  the  lobes  of  the 
lung  and  between  the  lungs  and  diaphragm.  The  apex  of 
the  left  lung  contained  a  calcareous  deposit,  and  its  base 
showed  hypostatic  pneumonia.  The  heart,  which  weighed 
384  grms.,  presented  some  fatty  infiltration  of  the  myocardium 
and  hypertrophy  of  the  left  ventricle.  The  anterior  cusp  of 
the  mitral  and  all  the  cusps  of  the  aortic  valve  were  slightly 
atheromatous,  as  also  was  the  aorta  itself,  thoracic  and 
abdominal.  The  liver  slightly  fatty,  and  the  kidneys  with 
some  interstitial  nephritis,  complete  the  list  of  organs  other 
than  the  thyroid  and  parathyroid  Avhicli  were  affected. 

Thyroid  gland. — A  detailed  examination  was  made  of  the 
structures  in  the  neck.    The  Avhole  of  the  soft  tissues  anterior 
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to  tlic  prevertebral  muscles  and.  deep  to  the  .sterno-iiiastoid 
were  removed  eu  l)lor,  includino;  everything  from  the  tongue 
to  the  superior  mediastinum.  Tliese  were  carefully  dissected, 
and  every  gland  discovered  was  retained  for  microscopical 
section.  The  thyroid  itself  in  the  usual  position  was  remark- 
ably small,  pale,  and  indefinite  in  outline,  merging  into  the 
surrounding  connective-tissue.  The  isthmus  was  represented 
only  by  a  fibrous  band  spanning  the  trachea.  After  dissect- 
ing the  gland  from  its  attachments,  its  lobes  were  seen  to 
liave  none  of  the  characters  (colour,  consistenc}',  etc.)  of 
the  healthy  thyroid  and,  except  at  the  lower  poles,  none  of 
the  usual  contour.  The  whole  organ  was  a  thin  sheet  of 
fibrous  tissue  wrapped  round  the  front  and  sides  of  the 
trachea. 

In  close  connection  with  the  right  lobe  were  two  para- 
thyroid glands — one  lying  on  the  lower  part  of  the  lateral 
surface,  the  other  a  short  distance  inferior  to  the  gland.  On 
the  left  side  were  four  parathyroids,  two  large  and  two 
minute.  Of  the  former,  one  lay  on  the  lateral  surface  of  the 
gland,  the  other  just  above  the  point  of  entry  of  the  inferior 
thyroid  artery.  Close  to  this  last  were  the  two  minute  para- 
thyroids. 

All  six  glands  were  imbedded  in  much  fat  and  rested  on 
the  thyroid  without  being  depressed  into  its  surface.  The 
four  largest  Avere  elongated  ovoids  from  '5  to  1  cm.  in  length, 
the  two  smallest  mere  pin-heads.  All  were  fairly  soft  in  con- 
sistency and  of  a  dirty,  yellowish-brown  colour. 

On  the  left  side  below  the  thyroid  gland  were  two  pale 
brown  bodies,  of  which  the  note  made  at  the  time  of  the 
autopsy  was  "tough,  almost  fibrous.'"'  The  nature  of  these 
will  be  discussed  below. 

In  addition  to  these  a  large  number  of  glands  were 
examined  microscopically,  but  all  proved  to  be  lymphatic. 

Microscopical  appearances  of  the  thyroid  and  parathyroid 
glands. — The  thj'roid  presented  the  well-known  features 
characteristic  of  myxoedema.  There  was  an  almost  complete 
disappearance  of  gland  tissue  which  had  been  supplanted  by 
fibrous  tissue.  Here  and  there  were  collections  of  small  round 
cells  and  in  other  places  clumps  of  degenerated  thyroid  tissue. 
In  these  there  still  remained  a  suggestion  of  the  normal  folli- 
cular structure,  and  many  of  the  altered  vesicles  enclosed 
small  drops  of  colloid.  The  arteries  of  the  gland  showed  the 
marked  thickening  of  their  coats,  which  has  been  frequently 
observed  in  other  cases. 
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PLATE    IX. 

Illustrating  Dr.  Foi-syth's  paper  on  "  A  Fatal  Case  of  Myxcedema." 

Fig.  1. — Parathyroid  from  fatal  case  of  myxcedema  showing  many 
lymphatic  vessels  containing  colloid  secretion.  The  largest  vessel  has  a 
tributary  about  to  open  into  it.  Above  are  two  arterioles  with  thickened 
walls.  Throughout  the  field  the  cells  are  isolated  into  small  chisters  by  the 
increased  connective  tissiie  strands.     Zeiss  A. 

Fig.  2. — Another  parathyroid  from  the  same  case  showing  increase  of 
connective-tissue  trabeculoe  whereby  a  lobulated  appearance  is  conferred  on 
the  gland.     Zeiss  A. 
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PLATE    X. 

lUustratiurr  Dr.  Forsyth's  paper  ou  "  A  Fatal  Case  of  Myxcedema." 

Fig.  3. — Another  parathyroid  showiu;:;  numerous  cb'ops  of  colloid  lying  in 
primitive  vesicles.     Zeiss  D. 

Fig.  4.- — One  of  the  fibrous  bodies  mentioned  in  the  text,  showing  a  fairly 
advanced  stage  of  fibrosis.  Some  glandular  structure  with  drops  of  colloid 
persists.     Zeiss  A. 
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The  parathyroid  g'lauds  were  compared  with  those  taken 
from  a  large  number  of  other  subjects,  and  certain  points  of 
difference  were  apparent.  The  normal  gland,  it  will  be 
remembered,  is  made  up  of  solid  masses  of  closely-packed 
])olyhedral  cells,  the  groups  being*  supported  by  delicate 
trabeculas  of  connective  tissue.  These  cells  are  arranged,  for 
the  most  part,  without  order,  but  occasionally  they  show  a 
tendency  to  group  around  a  common  centre,  and  less  fre- 
quently a  completely  formed  acinus  results,  the  lumen  of 
Avhich  is  filled  with  colloid  secretion. 

The  special  features  wherein  the  glands  from  this  case  of 
myxoedema  appeared  to  differ  from  the  ordinary  glands  were 
(Pis.  IX  and  X),  firstly,  in  the  arrangement  of  their  cells ; 
secondly,  in  the  quantity  of  their  secretion ;  and  thirdly,  to  a 
less  extent,  in  the  stroma  and  in  the  walls  of  the  blood-vessels. 

The  arrangement  of  the  cells  was  unusual,  OAving  to  the 
marked  tendency  they  showed  to  form  small  vesicles.  In 
contrast  to  some  parathyroids  wdiere  a  more  or  less  prolonged 
search  is  required  before  an  example  of  this  acinar  arrange- 
ment is  discovered,  in  these  specimens  there  were  few  fields 
without  acini,  and  many  fields  contained  a  dozen  or  more. 
In  each  vesicle  the  epithelium  was  a  layer  of  cubical  cells. 
The  resulting  general  appearance  of  the  glands  was  much 
more  suggestive  of  ordinary  thyroid  tissue  than  is  usually  the 
case.  As  reg-ards  the  features  of  the  individual  cells,  there 
was  no  point  to  be  noticed  in  either  nucleus  or  protoplasm 
which  could  not  be  frequently  observed  in  other  parathyroid 
glands. 

The  colloid  secretion  was  copious.  With  few  exceptions 
all  the  vesicles  contained  this  material,  and  drops  of  it  lay 
between  the  clumps  of  unarranged  cells.  The  lymphatics  of 
the  gland  were  distended  with  the  same  secretion,  and  on 
serial  section  could  be  traced  towards  the  surface,  uniting-  to 
form  large  channels,  which  conveyed  the  colloid  away  from 
the  gland.  After  examining  some  hundreds  of  parathyroids 
in  none  do  I  remember  such  vigour  of  secretion  as  in  these. 

The  slight  change  mentioned  as  present  in  the  stroma  con- 
sisted in  some  increase  of  the  connective  tissue.  Certain  of 
the  trabeculas  Avere  thickened,  and  in  parts  of  the  glands 
there  was  a  delicate  intercellular  mesh  of  connective  tissue. 
In  some  of  the  glands  there  was,  further,  a  slight  thickening 
of  the  walls  of  the  arterioles. 

The  two  fibrous  bodies,  to  which  reference  has  already 
been  made,  proved,  on  section,  to  possess  a  glandular  structure 
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Avitli  a  fairly  advanced  condition  of  fibrosis — less  advanced 
than  in  the  thyroid,  more  advanced  than  in  the  parathyroids. 
From  the  remains  of  the  glandular  elements  it  is  not  easy  to 
decide  whether  the  bodies  were  oi'iginally  accessory  thyroids 
or  parathyroids,  for  the  details  of  structure  might  represent 
either  the  one  or  the  other. 

In  conclusion,  it  remains  to  offer  an  explanation  of  the 
changes  in  the  paratlnu'oids.  It  is  not  possible,  however, 
in  the  limits  of  this  paper  to  discuss  the  various  interpreta- 
tions that  might  be  put  forward,  and  I  shall  content  myself 
with  offering  what  seems  to  me  the  correct  solution. 

I  do  not  think  that  we  should  regard  the  changes  in  the 
arrangement  of  the  cells  and  in  the  amount  of  secretion 
as  pathological ;  rather  are  they  to  be  interpreted  as  signs  of 
excessive  activity  of  the  glands.  The  particular  reason  we 
advance  for  this  unusual  secretion  will  depend  on  the  view 
we  take  of  the  ph^-siological  importance  of  the  parathyroids 
— whether  we  regard  them  as  glands  sui  generis  or  as  glands 
possessing  a  true  thyroidal  function.  Accepting  the  latter 
hypothesis  as  the  conclusion  most  in  accord  with  available 
evidence,  it  seems  reasonable  to  suppose  that  these  changes 
represent  an  attempt  on  the  part  of  the  parathyroids  to 
supply  the  deficiency  of  colloid  left  by  the  atrophy  of  the 
thyroid  itself. 

The  increase  of  connective  tissue,  though  not  excessive, 
was  considerably  more  marked  than  I  have  seen  in  any  other 
human  gland,  or,  Avith  one  exception,  in  the  parathyroid  from 
any  mammal  or  bird.  Although  five  out  of  the  six  parathy- 
roids were  directly  continuous  with  the  fibrous  capsule  of  the 
thyroid,  this  factor  alone  will  not  account  for  the  alteration, 
because  the  sixth  parathyroid,  which  lay  inferior  to  the 
main  gland,  Avas  quite  as  affected  as  its  fellows.  I  look  on 
the  increase  of  fibrous  material  as  pathological,  in  Avliich 
case  it  must  be  regai'ded  as  an  early  stage  of  the  fibrosis, 
which  had  reached  so  advanced  a  condition  in  the  thyroid. 

In  brief,  these  changes  shoAv  that  the  parathyroids  have 
been  stimulated  to  supply,  in  part,  the  deficiency  of  colloid,  but 
that  at  the  time  of  death  they  Avere  being  overtaken  by  the 
same  fibroid  degeneration  as  had  invaded  the  thyroid. 
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XV. — Oil  Tetany  associated  with  Dilatation  of  the 
Lan/e  Intestine  in  Children.  By  Fked.  Laxgmead, 
M.D.     noid  Jannnry  11,  1907.     With  FL  XL 

IT  was  my  ])rivilege  last  year  to  read  before  this  Society  tlie 
notes  of  the  case  of  a  child,  in  whom  repeated  attacks  of 
tetany  were  associated  with  dilatation  of  the  sigmoid  tiexure. 
I  ventured  at  that  time  the  opinion  that  the  association  was 
not  merely  a  coincidence,  but  that  the  dilated  loop  of  large 
intestine  was  analogous  to  the  dilated  stomach  in  gastro- 
tetany— ^in  other  words  that  the  tetany  was  the  result  of  the 
absorption  of  toxins  generated  in  the  stagnant  contents  of 
the  bowel.  Since  then  three  somewhat  similar  cases  have 
come  to  my  notice  which  seem  to  remove  all  doubt  as  to  the 
truth  of  that  conjecture. 

Case  1  is  that  already  reported  in  the  Transactions  of  this 
Society,  vol.  xxxix,  and  so  I  will  only  briefly  refer  to  it.  It 
was  that  of  a  boy,  ast.  6,  who  between  Xovember,  1903,  and 
March,  1905,  was  admitted  four  times  into  the  Hospital  for 
Sick  Children,  Great  Ormond  Street,  under  the  care  of  Dr. 
Garrod,  suffering  on  each  occasion  from  an  attack  of  tetany. 
It  was  noticed  that  each  attack  was  accompanied  by  the 
evacuation  of  yeasty,  frothy,  porridge-like  stools,  and  by 
distension  of  the  abdomen.  By  palpation  and  percussion  it 
was  evident  that  a  large,  hollow  viscus  was  situated  on  the 
left  side  of  the  abdomen,  reaching  from  the  left  iliac  region 
up  to  the  epigastric  and  left  hypochondriac  regions.  All 
treatment  was  ineffectual  until  lavage  of  the  large  intestine 
by  means  of  a  rectal  tube  was  resorted  to,  when  on  each 
occasion  improvement  was  initiated  and  led  to  complete 
disappearance  of  the  tetany.  Soon  after  being  discharged 
for  the  fourth  time  he  Avas  re-admitted  for  tetany  and 
diphtheria,  which  proved  fatal.  At  ihe  post-mortetn  examina- 
tion the  hollow  viscus  recognised  during  life  was  identified 
as  the  sigmoid  flexure,  which  was  very  much  dilated,  occupy- 
ing the  greater  part  of  the  left  half  of  the  abdominal  cavit}' 
and  accommodating  about  13  oz.  of  fluid. 

Case  2  is  that  of  a  boy,  get.  3  years  and  2  months,  who 
was  admitted  into  the  Hospital  for  Sick  Children  also  under 
the  care  of  Dr.  Garrod,  by  whose  kindness  I  am  allowed  to  use 
these  notes,  on  May  10,  1906.     His  mother  said  that  he  had 
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been  passing'  Avliitish  motions  three  or  four  times  a  day  for 
about  six  months,  and  that  on  four  different  occasions  the 
hands  had  been,  as  slie  put  it,  "  drawn  up  "  for  a  week  or 
two  at  a  time.  The  first  attack  had  occurred  when  lie  was 
nine  months  old,  the  last  had  been  present  since  four  days 
before  admission.  He  was  the  youngest  of  niue  children, 
and  had  always  been  backward ;  he  had  only  just  begun  to 
talk,  and  had  never  been  able  to  stand  or  walk.  His  state 
on  admission  Avas  very  like  that  of  the  patient  already 
reported  on,  the  similarity  in  appearance  being  especially 
strikintr.  He  was  a  small,  shrivelled,  wizened  child,  Avith  a 
pinched,  aged  expression.  The  ribs  were  distinctly  beaded, 
but  apart  from  this  there  were  no  evident  signs  of  rickets. 
The  hands  were  in  the  characteristic  position  of  tetany,  and 
facial  irritability  and  Erb's  and  Trousseau's  phenomena  Avere 
easily  elicited.  The  abdomen  was  generally  distended,  and 
by  ])alpation  gave  the  impression  of  being  packed  Avith 
contents,  but  nothing  more  definite  could  be  made  out  on 
the  first  examination.  His  stools  AA-ere  found  to  correspond 
closeh^  to  those  of  the  boy  described  under  Case  1.  They 
AA'ere  large,  Avhitish,  pultaceous  in  appearance  and  A-ery 
oifensiA^e.  The  effect  of  Avashing  out  the  large  intestine  in 
the  first  case  AA'as  so  beneficial  that  he  AA-as  treated  in  the 
same  Avay.  The  first  enema  evacuated  a  large  quantity  of 
the  characteristic  fsecal  material,  and  subsequently  saline 
enemata  up  to  the  volume  of  two  pints  Avere  easily  retained 
for  several  hours.  After  he  had  been  in  the  hospital  for  two 
or  three  days  and  his  large  intestine  had  in  this  Avay  been 
emptied,  signs  of  a  large,  holloAV  A'iscus  could  be  detected  by 
abdominal  examination.  By  percussion  a  drum-like  note 
could  be  produced  OA-er  the  epigastric  and  left  hypochondriac, 
lumbar,  and  iliac  regions,  and  in  limited  ai^eas,  notably  in  the 
left  iliac  region,  a  distinctly  tubular  note.  On  tAvo  or  three 
occasions  ]:)eristalsis  Avas  seen  over  the  same  area,  but  it  AA-as 
impossible  to  recognise  its  direction.  A  Aveek  later  the  stools 
had  become  yellow  and  had  lost  their  characteristic  consist- 
ence, the  abdomen  A\-as  less  distended  and  more  flaccid  and 
the  tetany  was  much  less.  It  seemed  necessary,  if  attacks  of 
tetany  were  to  be  aA'oided  in  the  future,  to  operate  and 
remoA'e  the  dilated  gut,  but  he  Avas  far  from  a  fit  subject  for 
auA'  such  procedure;  indeed,  it  seemed  unlikely  that  he  would 
surviA'e  it.  For  this  reason  medical  treatment  Avas  persisted 
in,  in  order  to  at  first  improA'e,  if  possible,  his  general  con- 
dition.      Careful  dieting  and   dail}-  laA-age   promised  to    be 
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Illustrating  Dr.  Langmead's  Case  of  Tetany  associated  with  DilatatiDn  c>f 

Large  Intestine. 

Photograph  post  mortem,  sho-s\-ing  the  distended  caecum  and  ascending  colon. 
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successful,  and  at  first  he  gained  weight  and  became  generally 
better.  'J'he  tetany  did  not  return  and  the  motions  remained 
normal.  Unfortunately,  howevei-,  his  improvement  was  only 
temporary,  and  on  June  6,  nearly  a  month  after  admission, 
lie  developed  diai'rhoea,  refused  his  food,  and  began  to  lose 
the  weight  he  had  gained.  On  June  8  Mr.  Arbuthnot  Lane 
operated  and  removed  about  ten  inches  of  dilated  sigmoid 
flexure.  No  more  manipulation  was  used  than  was  absolutely 
necessary  and  no  further  examination  was  made.  For  a  few 
days  an  improvement  was  evident,  but  afterwards  the 
pultaceous  motions  recuri-ed,  five  or  seven  daily,  and  death 
took  place  from  exhaustion  on  the  twelfth  day  after  the 
operation. 

When  the  abdomen  was  opened  _2>o>-^  mortem  it  was  at  once 
evident  that  the  large  intestine  was  considerably  dihited 
throughout,  and  filled  with  gas.  In  the  nndistended  state 
the  appearance  of  the  gut  was  striking  enough,  Imt  on 
inflation  its  size  was  seen  to  be  very  reuiarkable.  Two  large 
loops  of  intestine  were  so  produced  (PL  XI),  one  formed  by  the 
ci«cum  and  first  part  of  the  ascending  colon,  the  other  by  the 
transverse  colon,  the  intervening  part  being  also  distended, 
but  to  a  less  extent.  The  two  loops  seemed  to  fill  the  abdo- 
minal cavity  completely,  hiding  the  rest  of  the  contents  from 
view.  The  distribution  of  the  dilatation  Avas  due  to  the  peri- 
toneal attachment,  since,  when  the  colon  was  removed  from 
the  body,  the  dilatation  became  uniform.  The  large  intestine 
measured  twent3"-five  inches  in  length.  Its  walls  were  not 
hypertrophied,  but  thin  and  velamentous,  such  as  are  found 
in  cases  of  starvation  or  cholera  infantum.  No  obstruction 
was  present.  The  small  intestine  Avas  not  dilated.  The 
sigmoid  flexure  had  been  removed  at  the  operation,  and  end- 
to-end  anastomosis  effected,  resulting  in  a  perfect  junction. 
No  other  morbid  change  was  found. 

Case  3. — The  account  of  this  case  I  have  found  among  the 
records  of  the  Hospital  for  Sick  Children,  and  it  is  the  only 
example  of  this  association  among  them.  It  is  that  of  a  girl, 
£et.  2i,  who  was  admitted  under  the  care  of  the  late 
Dr.  Sturges,  on  June  17,  1884.  Her  histoiy  was  as  follows  : 
Up  to  the  age  of  14  months  she  had  been  quite  healthy,  but 
then  developed  diarrhoea,  passing  slimy,  green,  offensive 
stools,  containing  undigested  curd.  She  began  to  waste 
rapidly,  and  in  contrast  to  her  general  wasting  her  abdomen 
became  distended.       At  the  same  time  she  became  subject  to 
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attacks  of  tetany,  Avhicli  lasted,  according-  to  the  mother, 
sometimes  for  a  week,  sonietimes  for  a  shorter  period.  The 
attack  of  tetany  for  which  she  was  admitted  had  been  present 
for  two  days.  In  the  ward  she  was  seen  to  be  an  emaciated 
child,  with  a  pinched,  monkey-like  face,  whilst  her  abdomen 
was  large,  full,  and  resistant.  Diarrhoea  is  noted  as  having 
been  present,  but  no  further  description  of  the  stools  is  given. 
Ijaryugisunis  developed  if  she  became  excited.  Diarrhoea, 
tetan}',  and  emaciation  continued  until  she  died  from  a 
terminal  broncho-pneumonia  a  month  later-  Post-mortem  the 
body  Avas  extremely  emaciated,  weighing  only  ten  and  a 
quarter  pounds.  The  only  lesion  found  except  broncho- 
pneumonia was  a  dilated  transverse  colon. 

A  patient  showing  somewhat  similar  symptoms  was  exhi- 
bited before  this  Society  in  January  of  last  year,  by  Dr.  Batty 
Shaw  and  Mr.  Mant.  She  was  an  ill-nourished  child,  and  for 
four  years  had  been  subject  to  gastro-intestinal  disorder. 
For  eighteen  months  her  abdomen  had  been  distended,  and 
for  the  same  time  she  had  been  unable  to  walk  because  of 
weakness  of  the  lower  extremities.  Eepeated  attacks  of 
tetany  had  occurred  for  seven  months.  To  her  generally  ill- 
nourished  condition  were  added  considerable  secondary 
anasmia,  puffiness  of  the  face,  and  firm  oedema  of  the  feet  and 
hands.  Her  knee-jerks  Avere  at  one  time  lost.  At  first  the 
tetany  disappeared  while  she  was  being  treated  with  saloland 
other  antiseptic  measures  by  the  mouth,  but  when  the  condi- 
tion recurred  this  treatment  proved  useless.  Thyroid  sub- 
stance was  given,  and  the  tetany  soon  Avent.  I  am  able  to 
add  another  point  to  the  clinical  history  of  this  case  by  the 
kindness  of  Dr  Batty  Shaw.  Shortly  afterwards  the  abdoinen 
was  explored  by  Mr.  Bilton  Pollard,  and  a  general  enlarge- 
ment of  the  large  intestine  was  found. 

These  foi;r  cases  form  a  very  definite  group,  which  has 
apparently  hitherto  gone  unrecognised ;  they  have  four 
common  attributes  : 

(1)  Obstinate  relapsing  tetany,  (2)  abdominal  distension, 
(3)  offensive,  unhealthy  motions,  and  (4)  a  dilated  large 
intestine,  as  verified  either  jxist  mortem  or  by  laparotomy. 

In  Cases  2  and  4  this  dilatation  of  large  intestine  was 
general,  in  Case  1  limited  to  the  sigmoid  flexure,  in  Case  3  to 
the  transverse  colon.  Cases  1  and  2  were  benefited  Avhen 
the  dilated  portions  were  emptied  of  their  stagnating  contents 
by  saline  enemata,  Case  4  by  the  administration  of  thyroid 
extract. 
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The  question  which  we  may  ask  ourselves  is,  Does  tlie 
stud}'  of  this  well-defined  group  of  cases  help  us  to  under- 
stand more  fullv  the  cause  of  tetanv  o-enerally  ?  and  to  this  I 
would  answer  that  it  is  all  in  favour  of  a  toxfpmic  origin  of 
this  condition.  The  dilated  bowel  filled  with  fermenting 
faecal  material,  the  continuation  of  the  tetany  until  that  is 
washed  out  or  until  thyroid  is  administered,  the  immediate 
improvement  when  this  is  done,  and  the  return  of  the  tetany 
with  re-accumulation,  all  indicate  clearly  the  absorption  of 
some  poison  from  the  intestine — a  poison  perhaps  normally 
absorbed  in  quantities  capable  of  being  neutralised  by  para- 
thyroid secretion,  but  in  these  cases  generated  in  too  great 
abundance  to  be  so  neutralised. 

In  these  four  cases  another  factor  Avas  present,  viz.  pro- 
longed malnutrition,  and  if  we  consider  the  recognised  groups 
of  tetany  we  find  that  either  improper  feeding  or  undue 
depletion  is  very  frequently  in  evidence — e.  g.  in  rickets  it  is 
the  former ;  in  gastro-intestinal  disorder,  gastric  dilatation  ; 
and  in  lactation,  the  latter.  This  may  well  act  by  producing- 
a  hyperexcitable  nervous  system,  such  as  is  confessedly 
present  in  rickets,  one  readily  stimulated  by  a  circulating 
toxin.  To  argue  from  the  particular  to  the  general  is  noto- 
riously unsafe,  yet  it  must  be  conceded  that  the  association  of 
an  unduly  excitable  nervous  system  with  disturbance  of  the 
alimentary  tract  which  is  present  in  this  particular  form  of 
tetany  is  present  also  in  the  great  majority  of  the  previously 
described  cases,  whether  they  were  due  to  rickets,  gastric 
dilatation,  diarrhoea,  lactation,  or  typhoid  and  other  acute 
infection.  Their  treatment,  then,  like  that  of  those  which 
form  the  subject  of  this  paper,  would  seem  the  treatment  of 
the  cause  of  malnutrition  and  then  removal  of  the  focus  by 
operation  or  its  contents  by  lavage,  where  these  are  prac- 
ticable, or  the  administration  of  thyroid,  or  rather  para- 
thyroid extract,  a  substance  which  has  been  shown  experi- 
mentally to  antagonise  the  tetany-producing  poison. 
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XVI. — Case  of  Ti/jjlioid  Fever,  icifh  Acute  Pneumonia, 
Pericarditis,  Endocarditis,  and.  Hsemorrhar/ic  Pleural 
Effusion;  Becovery.  By  Feaxcis  H.  Hawkins,  M.D. 
Read  Fehruarj/  8,  1907. 

\  XXI E  N.,  fet.  20,  a  worker  in  the  biscuit  factory,  was 
-^  admitted  under  my  care  on  Xovember  17,  1900,  com- 
plaining of  pains  on  the  left  side,  in  both  hips,  knees,  and 
arms.  She  first  felt  ill  on  Xovember  10,  when  she  complained 
of  sore  throat  and  of  stiffness  in  her  legs.  On  Xovember  15 — 
that  is,  five  days  later — she  had  a  shivering  fit,  which  was 
followed  by  diarrhoea.  There  was  no  previous  history  of 
headache,  epistaxis,  or  sickness.  Until  the  present  illness 
her  health  had  been  good.  Her  sister  had  been  in  the  hospital 
with  rheumatic  fever,  and  both  her  father  and  mother  had 
suffered  from  rheumatism. 

State  on  admission. — Patient  was  a  slender,  fair-haired  girl, 
somewhat  anaemic,  but  well  developed.  There  was  no  swelling 
of  any  joint,  and  no  perceptible  perspiration.  The  abdomen 
was  but  slightly  distended,  nor  was  the  spleen  enlarged.  The 
tongue  was  moist  and  slightly  coated.  The  bowels  were 
moved  twice  shortly  after  admission. 

Heart. — The  apex-beat  was  in  the  fifth  interspace  in  the 
left  mammary  line.  The  sounds  Avere  normal,  but  over  the 
base  of  the  heart  was  a  well-marked  systolic  murmur.  The 
pulse  was  100  ;  the  temperature  103°  F. 

Further  report  of  the  case. — Yidal's  reaction  was  given. 
Xo  typical  typhoid  spots  were  at  any  time  present.  At  times 
the  patient  complained  of  pains  over  tlie  abdomen,  Avhich  for 
some  time  remained  considerably  distended.  The  bowels 
during  the  first  twelve  days  Avere  moved  once  or  twice  a  day, 
but  from  Xovember  29  to  December  18  they  were  moved  from 
twice  to  seven  times  a  day.  The  stools  were  of  the  typical 
pea-soup  character.  On  December  4,  the  third  week  after 
admission,  the  patient  complained  of  pain  across  tlie  shoulders 
and  over  the  epigastric  region,  and  she  developed  a  cough, 
together  with  blood-stained  expectoration.  The  note  over 
the  left  base  was  impaired,  and  the  breathing  was  of  bronchial 
character.  Two  days  later  (December  6)  the  expectoration 
was  of  a  rusty  type,  and  contained  numerous  pneumococci. 
There  was  now  dulness   at  the  left  base,  with  well-marked 
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tubular  breatliiug".  Four  days  later  (December  10)  the  tongue 
became  dry  and  glazed,  the  cough  was  frequent,  tlie  patient 
became  very  cyanosed  at  tiuies,  and  now  slight  pericardial 
friction  was  heard.  For  the  next  two  days  the  patient  seemed 
to  improve,  the  tongue  became  moist,  the  cough  lessened,  and 
she  slept  better,  but  on  December  19  her  condition  became 
critical,  the  lips  and  lobes  of  the  ear  became  blue,  and  the 
whole  face  was  cyanosed.  She  could  not  move,  and  when 
moved  by  the  nurse  the  cyanosis  increased.  The  cough  was 
now  constant,  the  respirations  42  per  minute,  the  alas  nasi 
dilated  in  respiration,  the  pulse  was  128,  and  a  distinct  apical 
systolic  murmur  was  noAv  heard.  During  inspiration  the  left 
side  of  the  thorax  was  motionless ;  the  dulness  over  the  left 
base  was  absolute.  The  breath-sounds  were  markedly  tubular, 
but  somewhat  distant;  fine  crepitations  could  be  heard,  and, 
Avhile  it  Avas  quite  impossible  to  determine  either  the  presence 
or  absence  of  vocal  fremitus,  I  felt  sure  that  there  must  be 
effusion  in  the  left  pleural  cavity,  and  therefore  determined 
to  perform  paracentesis.  It  was  done  wathout  an}'  delay,  and 
14i  oz.  of  ha'morrhagic  tiuid  were  withdrawn.  This  gave 
great  relief.  Tlie  day  following  the  cyanosis  had  disappeared, 
the  breathing  was  less  laboured,  and  the  patient  had  slept 
Avell  during-  the  night.  The  cough  was  still  troublesome,  and 
pericardial  friction  much  more  marked.  The  pulmonary  signs 
gradually  cleared  up,  the  pericardial  friction  liad  disappeared, 
but  the  systolic  murmur  at  the  apex  still  existed  (and  the 
second  sound  over  the  pulmonaiy  area  was  accentuated) 
when  the  patient  was  discharged  on  January  24,   1901. 

As  to  the  temperature,  you  Avill  note  in  the  chart  passed 
round  that  in  the  evening  of  the  day  of  admission  it  was 
103°  F.,  that  during  the  next  two  days  it  was  101-2°  and 
101°  F.  On  the  evening  of  the  third  day  99°  F.,  that  for 
the  three  following  days  it  was  normal  or  sub-normal,  but 
on  November  24  it  was  100°  F.,  and  on  the  26th  it  was 
100'4°F.  During  this  time  the  patient  was  taking  salicylate 
of  soda,  which  had  been  prescribed  for  her  by  the  house- 
physician,  he  regai-ding  the  case  as  one  of  rheumatic  fever. 
I  had  not  myself  been  able  to  see  the  case  till  some  days 
later,  when,  taking  everything  into  consideration,  I  looked 
upon  the  case  as  one  of  typhoid,  and  the  subsequent  examina- 
tion of  the  blood  confirmed  this  opinion.  On  December  4,  when 
the  patient  expectorated  blood,  the  temperature  at  3  o'clock 
in  the  afternoon  was  103-2°  F.,  but  at  seven  o'clock  the 
following  morning  it  was  99°  F.     On  December  (5,  the  day  of 
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the  rusty  expectoration,  the  tempei-ature  Avas  102°  F.  at  11 
p.m.,  and  remained  between  100*2°  and  102-4°  F.  nntil  the 
11th,  when  at  7  a.m.  it  was  99°  F,  This  I  regarded  as  the 
crisis  although  the  temperature  rose  during  the  day,  and 
at  7  p.m.  was  101*4°  F.,  not  returning  to  the  normal  till 
the  14th,  and  perhaps  this  should  be  considered  as  the 
termination  of  the  pneumonic  fever,  as  it  was  not  till  the  14th 
that  the  pulse-rate,  Avhich  during  the  six  preceding  days 
had  been  from  100  to  120,  fell  to  SQ. 

Remarks. — I  venture  to  bring  this  case  before  the  Society 
because  of  the  nature  of  the  complications  and  the  fact  that 
the  case  recovered,  and  is  now  quite  well,  and  has  not  been 
ill  even  for  one  day  since  her  discharge  from  the  hospital. 
AVhile  acute  fibrinous  pneumonia  is  by  no  means  a  rare 
complication  of  typhoid  fever,  it  is  not  of  common  occurrence. 
Speaking,  if  I  may  be  so  alloAved,  of  personal  experience,  the 
case  now  recorded  is  the  only  instance  of  such  a  complication 
with  Complete  recovery  that  has  come  under  my  own  observa- 
tion during  a  period  of  twelve  years'  hospital  work  and  in  a 
series  of  over  100  cases.  In  492  cases  clinically  considered 
in  the  Middlesex  Ho-s-pifal  Reports  "pneumonia"  was  stated  as 
a  complication  in  eleven  cases;  of  these  eleven  cases  five  died. 
All  of  these  were  instances  of  acute  fibrinous  pneumonia ;  the 
right  lung  was  afl^ected  in  all  cases.  Frankel,  in  500  cases  of 
typhoid  clinically  considered,  found  six  cases  of  acute  fibrinous 
pneumonia.  Dr.  Hoi  ton-Smith  Hartley,  in  the  Goulstonian 
Lectures  of  1900,  says  that  lobar  pneumonia  is  a  rather  more 
frequent  complication  than  is  generallv  supposed,  it  having 
occurred  "  in  iiearly  5  per  cent,  of  our  fatal  cases  " — that  is 
to  sa}',  that  in  an  examination  of  all  the  fatal  cases  of  typhoid 
fever  in  St.  Bartholomew's  Hospital  during  a  period  of  thirty 
years,  thirteen  cases  were  complicated  with  acute  fibrinous 
pneumonia. 

Pericarditis,  which  was  well  marked  in  this  case,  is  quite 
exceptional  in  typhoid  fever,  Curschmann,  writing  in 
Nothnagrl's  Encyclopaedia,  says  that  in  isolated  instances  he 
liad  found  fibrinous  deposits  upon  the  pericardium  in  associa- 
tion with  complicating  croupous  pneumonia.  Dr.  Horton- 
Smith  Hartley  found  pericarditis  present  in  0*68  per  cent.,  or 
in  two  cases  only  in  290  autopsies.  And  now  as  to  the  signi- 
ficance of  the  systolic  nnirmur  heard  at  the  apex  in  the  case 
herein  recorded.  At  the  time  I  hesitated  to  pronounce  it  as 
evidence  of  endocarditis,  knowing  how  difficult  it  is  to  dis- 
tinguish an  endocardial   murmur  from   one   due  to  typhoid 
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myocarditis,  with  relative  mitral  insuflficiency,  but  the 
murmur  being  present  some  time  after  seemed  to  imply 
that  it  was  consequent  on  endocarditis.  An  examination 
made  a  few  days  ago  confirms  this,  for  there  is  now  a  well- 
marked  systolic  murmur  at  the  apex,  propagated  into  the 
axilla,  accompanying  the  first  sound.  I  might  here  refer  to 
the  case  of  a  fellow  student,  in  Edinburgh,  who  contracted 
typhoid.  During  the  course  of  the  disease  murmurs  developed 
over  the  aortic  area,  and  some  fifteen  years  later  he  died  from 
heai't  disease.  Endocarditis,  according  to  Curschmann,  is  rare 
in  typhoid  fever.  In  none  of  the  492  cases  clinically  consi- 
dered, before  referred  to,  was  any  cardiac  nmrmur  recorded, 
but  in  sixty-one  necropsies  of  typhoid  fever  cases  in  the 
MiclcUesex  Hospital  Reports  I  find  two  instances  recorded 
where  the  mitral  valves  Avere  affected,  in  one  case  as  "  early 
mitral  endocarditis/'  and  in  the  other,  '"'recent  vegetations  on 
mitral  valve."  According  to  the  results  of  Dr.  Horton- 
Smith  Hartley's  investigations  endocarditis  is  rather  more 
frequently  met  with  than  is  pericarditis.  He  found  it  in  1*37 
per  cent.,  or  in  four  fatal  cases  during  a  period  of  thirty 
years.  As  to  pleurisy  in  typhoid,  writers  seem  to  differ  as  to 
its  frequency,  but  all  seem  to  agree  that  pleural  effusions,  to 
any  extent,  are  not  common ;  indeed,  Curschmann  considers 
pleui-al  effusions,  of  any  amount,  to  be  remarkably  rare. 
In  the  492  cases,  to  which  I  have  before  referred  to  as  being 
considered  clinically,  "  pleurisy  "  Avas  noted  in  four  cases,  and 
"  pleural  effusion"  in  two  ;  in  one  of  these  two  cases  hemo- 
ptysis occurred,  and  was  thought  to  be  caused  by  pulmonary 
thrombosis.  Subsequently  a  pleural  effusion  complicated  the 
case,  but  a  good  recovery  finally  took  place.  In  sixty-one 
autopsies  made  at  the  Middlesex  Hospital,  and  recorded  in 
their  Reports,  the  pleura  was  noted  as  being  affected  in  six 
cases.  In  one  case  there  was  "eaily  pleurisy,"  and  in 
another  "  fibrinous  exudation  on  pleural  surface."  In  this 
case  the  lung  was  in  the  stage  of  grey  hepatisation  of  acute 
pneumonia.  Pleural  effusion  was  present  in  two  cases  ;  in  one 
case  the  pleural  cavity  contained  6  oz.  of  clear  fluid,  the 
lung  Avas  in  the  stage  of  grey  hepatisation,  and  in  another 
case  4  oz.  of  dirty  fluid  Avas  in  the  pleural  cavity;  the  lung 
in  this  case  Avas  "  gangrenous,"  and  in  the  third  case  the 
pleural  caA'ity  had  been  opened.  In  one  case  petechia?  were 
noted  as  being-  on  the  pleural  surface. 

Dr.  Horton-Smith  Hartley  found  dry  "pleurisy"  in  sixteen 
cases,  being  primary  in  five   and  secondary  to    other    lung 
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complications  in  eleven.  He  found  "pleural  effusion"  in  twelve 
cases,  it  being  primary  in  nine,  and  secondary  to  other  pul- 
monary complications  in  three. 

Hiemorrhagic  pleural  effusion  is  rai-ely  met  with  as  a  com- 
plication of  typhoid  fever;  it  is  a  very  serious  complication. 
I  cannot  find  any  case  recorded  where  the  patient  recovered. 
Dr.  Horton-Smith  Hartley  does  not  record  a  single  instance 
as  occurring  in  the  fatal  cases  iu  St.  Bartholomew's  Hospital 
during  a  period  of.  thirty  years,  but  he  found  snbpleural 
Inemorrhages  in  six  cases.  Louis  found,  in  nineteen  out 
of  forty-six  fatal  cases,  a  greater  or  less  amount  of  reddish 
serous  effusion  in  the  pleural  cavity.  In  most  of  these  cases 
there  was  hypostatic  consolidation  of  the  lungs.  Curschmann 
Avrites :  "  A  number  of  hemorrhagic  effusions  that  I  have 
encountered  proved  to  be  tuberculous."  In  the  case  now 
recorded  there  was  no  suspicion  or  evidence  of  any  tuberculous 
disease,  and  no  tubercle  bacilli  could  be  found  in  the  fluid 
withdrawn. 
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XVII. — Jiirenile  General  Parali/si.s  of  tJie  Insane.  Bv 
JoHx  R.  Lrxx,  F.R.C.S.,ancl  Gordox  Holmes,  ]\I.r). 
Read  Fehruanj  8,  1907. 

CLIXICAL  and  post-mortem  notes  of  a  case,  shown  at  tlie 
clinical  meeting  of  this  Society,  January  26,  1906,  Avhicli 
was  supposed  to  be  a  case  of  general  paralysis  in  a  bov, 
fet.  16. 

The  boy  remained  in  the  same  condition  until  February 
1.5,  1906,  when  he  had  an  unconscious  fit,  which  was  accom- 
panied by  more  weakness  of  his  left  arm  and  leg.  In  Auo-ust, 
1906,  it  was  noted  he  had  right  facial  paralysis  and  a  spas- 
modic spastic  condition  of  the  left  arm  aud  leg  with  inconti- 
nence of  urine.  On  September  15  he  had  another  fit  with 
conjugate  deviation  of  his  eyes  to  the  left  and  increased  knee- 
jerks.     He  died  September  13,  1906. 

Post-mortem  notes. — The  skull  was  opened  from  behind 
and  the  brain  and  cord  removed.  A  recent  blood  -  clot 
came  away  (about  8  oz.)  and  was  apparently  situated 
between  the  dura  mater  and  arachnoid  membrane  and  had 
compressed  the  brain  considerably  on  the  left  side.  No 
rupture  of  any  sinus  could  be  found;  the  meningeal  vessels 
were  intact.  After  the  removal  of  the  brain,  blood  could  be 
squeezed  out  of  the  cerebral  veins  in  two  places,  one  over  the 
left  frontal  lobe,  the  other  over  the  left  occipital.  This  was 
thought  might  possibly  be  the  source  of  the  hfemorrhao-e. 
Xo  other  lesion  was  found  in  the  other  viscera. 

Dr.  Gordon  Holmes  has  kindly  undertaken  to  describe  to 
you  the  patliological  changes  that  he  found  in  the  brain,  and 
thinks  with  me  that  this  case  must  have  been  one  of  o-eneral 
paralysis  of  the  insane,  Avhich  confirmed  the  diagnosis. 

Pathological  Examixatiox. 

Fixcept  for  some  flattening  in  the  left  parietal  region, 
which  Avas  due  to  the  large  subdural  haemorrhage  that  was 
found  at  the  autopsy,  the  brain  appeared  normal  to  the  naked 
eye.  There  Avas  no  marked  wasting  of  any  part  of  it,  and  the 
meninges  of  both  the  surface  of  the  hemispheres  and  of  the 
base  seemed  natural.  Xo  ruptured  vessel  or  tear  in  the  pia 
mater  of  the  left  hemisphere  could  be  found,  so  the  subdural 
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hieinoi*rliage  could  not  have  come  from  the  brain,  but  probably 
arose  from  the  rupture  of  a  vessel  in  tlie  arachnoid  or  iu  the 
dura  mater. 

Xo  disease  could  be  seen  in  the  braiu  when  it  was  cut  up, 
except  that  the  walls  of  the  lateral  ventricles,  and  especially 
the  rioor  of  the  fourth  ventricle,  were  granular. 

Practically  the  same  changes  were  found  in  all  parts  of  the 
brain  on  microscopical  examination.  The  most  striking  change 
was  the  presence  of  cellular  infiltration  around  the  vessels 
into  their  adventitial  sheaths  and  perivascular  spaces.  In 
suitably  stained  sections  (with  Heidenhain's  iron-h«matoxylin 
and  Unna-Pappenheim's  stain)  the  following  types  of  cells 
could  be  easily  recognised  :  (1)  Small  round  nuclei  with  none, 
or  very  little  protoplasm  around  them ;  these  appear  to  be 
lymphocytes.  (2)  Similar  nuclei  surrounded  by  a  consider- 
able zone  of  protoplasm  ;  these  correspond  to  the  plasma- 
cells  of  Marscholko.  (3)  Larger  cells,  in  the  protoplasm  of 
which  coai"se  granules  are  visible  ;  these  are  mast-cells.  (4) 
Cells  more  elongated  or  irregular  in  shape  and  with  larger 
and  paler  nuclei ;  they  are  probably  proliferated  connective- 
tissue  cells  of  the  adventitial  sheaths.  Some  proliferation  of 
neuroglial  nuclei  could  be  seen  in  the  neighbourhood  of  many 
of  the  vessels.  Despite  this  great  pathological  alteration 
around  the  vessels,  there  was,  as  a  rule,  very  little  evidence 
of  disease  in  their  middle  and  inner  coats ;  there  was  no  pro- 
liferation of  the  endothelial  cells,  but  a  slight  degree  of 
hyaline  degeneration  of  the  walls  of  a  small  proportion  of  the 
vessels  was  seen.  In  places,  chiefly  in  the  depths  of  the  sulci, 
the  vessels  of  the  pia-arachnoid  were  surrounded  by  collec- 
tions of  similar  cells,  and  here  and  there  the  soft  membranes 
were  infiltrated  by  them,  apparently  without  an}'  relation  to 
the  vessels. 

Besides  this  perivascular  cell  infiltration,  numerous  clum^JS 
of  cells,  more  or  less  similar  to  those  around  the  vessels,  but 
containing  oval  or  irregularly-shaped  nuclei  in  large  propor- 
tion, w^ere  found  in  all  parts  of  the  brain.  They  occupied 
irregular  areas  without  definite  limits,  and  there  was  sur- 
prisingly little  evidence  of  reaction  in  the  tissue  around  them, 
though  some  neuroglial  proliferation  could  be  generally 
detected. 

These  changes  were  on  the  whole  more  marked  in  the 
grey  than  in  the  white  matter  of  the  brain,  and  were  especi- 
ally pronounced  in  the  cerebral  cortex.  They  were  very 
much    less    in    the    brain-.stem,    where    practically    the    only 
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change  was  slight  perivascular  infiltration  in  the  grey  matter. 
The  soft  membranes  of  the  cord  were  similarly  affected,  but 
it  was  oul}'  along  the  pial  septa  and  the  vessels  which  enter 
it  from  the  pia  mater  that  any  cellular  infiltration  was  seen 
within  it. 

In  sections  of  the  cerebral  cortex  stained  by  Kissl's 
method  it  was  seen  that  the  majority  of  the  cells  Avere 
affected,  though  only  in  slight  degree.  In  practically  all 
there  Avas  considerable  chromatoh'sis — /.  e.  disintegration  of 
the  Xissl  bodies,  with  or  without  excentricity  of  the  nucleus. 
Other  cells  which  Avere  more  seA'ercly  affected  appeared 
atrophied  and  shrunken  and  stained  badly.  A  fcAv  were 
seen  in  Avhich  the  affection  Avas  more  acute,  the  cell  being 
SAvollen  and  in  the  state  of  chromatolysis  Avith  its  nucleus 
much  enlarged. 

The  state  of  the  nerA'e  fibres  Avas  investigated  by  AVeigert's 
method.  The  chief  alteration  found  Avas  great  atrophy  or 
complete  absence  of  the  horizontal  layers  of  fibres  of  the 
cortex,  especially  of  the  tangential  and  supra-radial  layers, 
and  a  partial  degeneration  of  the  pyramidal  tracts,  Avhich 
could  be  folloAA^ed  from  the  internal  capsule  to  the  loAver 
segments  of  the  cord. 

There  was  no  A'isible  disease  in  the  larger  A-essels  of  the 
brain,  and  it  Avas  onl}"  in  a  foAv  of  the  larger  pial  \'essels  of 
the  cord  that  any  endarteritis  could  be  found.  This  wns  the 
only  evidence  of  syj^hilis  that  Avas  discovered  in  the  central 
nervous  system. 

The  pathological  changes  above  described  indicate  the 
existence  of  a  chronic  inflannnatory  process,  AA'hich  mav  be 
luost  probably  ascribed  to  the  action  of  toxins  Avhich  affected 
the  central  nervous  system  through  the  blood-A^essels.  These 
changes  are  identical  wnth  those  Avhich  are  regarded  as 
pathognomonic  of  juvenile  general  paralysis  of  the  insane. 
The  pathological  examination  of  this  case,  therefore,  confirms 
the  clinical  diao-nosis. 
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XVIII. — ^1  Case  of  Lllupatliic  Dilatation  of  the  Bectum. 
and  of  the  Colon  as  far  as  the  Hepatic  Flexure.  By 
H.  MoRLEY  Fletcher,  M.D.,  and  H.  Betha:^! 
Rocrxsox,  ]\I.S.     Bead  Februar)/  8,  1907. 

yr  a  meeting  of  this  Society,  held  April  23,  1905,  we 
^  exhibited  the  patient  who  presented  tlie  above  lesions  as 
a  clinical  case.  The  boy,  who  was  under  our  care  at  the 
East  London  Hospital  for  Children,  has  since  died,  and  we 
now  bring  before  the  Society  a  fuller  account  of  the  case, 
which  showed  some  anatomical  features  unusually  met  with 
in  this  condition. 

P.  v.,  a3t.  12,  Avas  admitted  into  the  hospital  on  November 
15,  1904.  The  mother  stated  that  the  boy  had  always  had  a 
"  large  belly"  and  been  rather  constipated,  but  not  markedly 
so  until  within  the  last  fortnight ;  otherwise  he  had  been  a 
healthy  lad,  though  not  robust.  A  fortnight  before  admis- 
sion she  noticed  a  great  increase  in  the  size  of  the  belly, 
constipation  became  more  marked,  and  the  boy  complained 
of  some  pain  on  defa?cation ;  there  was  no  vomiting,  nor  was 
there  any  passage  of  blood  pe?'  rectum.  This  condition  Avith 
some  wasting  persisted  until  admission. 

On  admission  he  appeared  to  be  a  nervous  lad,  very 
sallow,  and  with  a  very  distended  belly.  His  heart  and  lungs, 
pulse  and  temperature  were  noi*mal.  The  abdomen  was 
tense,  with  a  regular  rounded  outline  and  no  widening  of  the 
costal  angle.  The  surface  veins  Avere  rather  full.  The  per- 
cussion note  was  resonant  all  over,  and  in  the  knee-elbow 
position  a  thrill  Avas  obtained  over  a  small  area  round  the 
navel.  On  palpation  irregular  masses  Avere  felt  in  the  region 
of  the  transA'erse  colon.  After  examination  peristalsis  Avas 
very  obvious.  On  rectal  examination  the  tone  of  the 
sphincter  Avas  normal,  but  the  rectum  Avas  very  dilated. 
The  belly  measured  in  circumference  at  the  naA^el  29  in., 
from  navel  to  pubes  Avas  5j  in.,  and  from  navel  to  ensiform 
7\  in.     His  Aveight  Avas  3  st.  4  lb.  14  oz. 

On  November  25  the  folloAving  note  Avas  made  :  There 
Avas  a  slight  increase  in  girth,  and  the  bowels  Avere  obstinately 
constipated;  there  A\'as  no  response  to  aperient  medicines  and 
only  poor  results  from  enemata.  The  Aveight  had  increased 
1  lb. 

At  no  period  was  there  tetany. 
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On  November  29  Mr.  Robinson  operated.  A  mid-line 
incision  was  used  below  the  umbilicus,  and  on  opening  the 
peritoneal  cavity  about  two  ounces  of  clear  fluid  escaped.  A 
large,  tense,  bluish-coloured  tumour  presented  Avith  very  large 
distended  veins  coursing  over  it,  and  with  a  lace-like  pattern 
on  its  surface  due  to  the  hyper trophied  and  separated 
muscular  bundles.  The  bladder  was  attached  to  the  lower 
part  in  front.  The  swelling  was  proved  to  be  free  at  the 
sides  and  in  frout^  and  to  extend  upwards  in  the  mid-line 
to  the  ensiform  cai-tilage.  To  further  explore  this  the 
incision  had  to  be  extended  considerably  upwards  and  the 
tumour  was  brought  out  of  the  belly.  The  following  was 
found  to  be  the  condition  of  things.  The  mid-line  swelling 
started  from  the  pelvic  floor  and  expanded  immediately  like 
the  body  of  a  flask  ;  above  the  navel  it  began  to  narrow  into 
the  neck  of  the  flask,  but  yet  its  circumference  was  as  large 
as  a  man's  arm.  Just  below  the  ensiform  cartilage  there  was 
a  somewhat  acute  bend  to  the  left,  and  the  gut,  with  almost 
the  same  calibre,  went  straight  down  into  the  left  iliac  fossa, 
formed  a  loop  and  became  continuous  with  the  descending- 
colon.  Further  exploration  showed  the  dilatation  continued 
along  the  descending  and  transverse  colon  Avitli  very  little 
diminution  in  size  until  the  hepatic  flexure  AA^as  reached. 
The  ascending  colon  Avas  only  slightly  enlarged  and  filled 
with  some  hard  faacal  lumps,  and  the  ca?cum  and  appendix 
Avere  normal.  The  colon  be3'ond  the  hepatic  flexure  contained 
many  pounds  of  soft,  dark,  faecal  material,  Avhich  Avas  squeezed 
out  i^er  anum  by  gradual  pressure  on  the  gut  from  AA'ithin, 
Avith  dilatation  of  the  anal  canal  by  the  assistant's  finger. 
It  was  remarked  at  the  operation  Avhen  this  had  been 
eA'acuated  that  tlie  hypertrophy  of  the  boAvel  Avail  was  so 
great  as  to  feel  "  as  thick  as  the  sole  of  a  boot."  The  finger, 
after  passing  through  the  internal  sphincter,  entered  an 
enormously  dilated  cavity  whose  Avails  Avere  touched  Avith 
difficulty.  No  hard  or  enlarged  glands  Avere  felt  in  the 
mesentery ;  there  Avere  no  signs  of  peritonitis,  nor  any 
abnormal  band.  The  rectum,  before  emptying,  was  measured 
Avith  an  aseptic  silk  ligature  at  its  greatest  circumference 
from  mesentery  to  mesentery,  and  pro\-ed  to  be  19|-  ins.  The 
abdominal  wall  Avas  closed  in  layers. 

After   the  operation  the  boy  did  Avell  except  for    slight 

suppuration    in    the    superficial    layers    of  the  Avound.       He 

AA'as  put  on  a  tonic  mixture,  and  passed  one  to  four  motions 

daily  without  farther  medicine.       On  December  14  he  had 
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again  constipation,  and  lie  Avas  pnt  on  aperients  and  the 
lower  bowel  washed  out  every  day.  On  Jannaiy  18  the 
belly  was  larger  and  hard  lumps  were  felt  ;  no  motion  Avas 
passed,  in  spite  of  strong  purgatives,  and  enemata  also 
gave  no  result.  An  enema,  ol.  ricini,  on  January  24, 
brought  away  nine  actions,  and  after  that  the  belly  became 
soft,  and  a  daily  enema  was  effectual.  After  a  few  days 
these  Avere  discontinued  and  the  boy  had  a  daily  motion  ; 
his  Aveight  increased  and  his  abdomen  was  normal  in  size 
and  softness. 

During  the  folloAving  months  the  boy  remained  in  ex- 
cellent health ;  he  steadily  gained  Aveight,  and  had  a  regular 
action  of  the  bowels.  He  Avas  seen  at  the  hospital  from 
time  to  time  Avlien  he  came  to  report  himself. 

On  March  17,  1906,  he  Avas  re-admitted  under  one  of  us 
(H.  M.  F.),  and  remained  in  the  hospital  for  eleA'en  days  in 
order  that  his  condition  might  be  accurately  obserA'ed. 
He  appeared  to  be  perfectly  Avell,  and  except  for  the  scar 
from  the  operation  the  abdomen  seemed  to  be  quite 
natural,  and  Avas  free  from  any  abnormal  distension.  The 
boAvels  acted  regularly  and  naturally  Avithout  medicine. 
Eectal  examination  shoAved  that  there  Avas  some  ballooning 
of  the  gut  and  nothing  else  could  be  made  out. 

The  boy  continued  in  good  health,  except  that  lately 
the  boAvels  had  been  confined,  till  the  evening  of  July  2, 
Avhen  he  came  home  from  school  complaining  of  abdominal 
pain.  No  distension  Avas  obserA-ed  by  his  mother.  The 
pain  Avas  relieA^ed  by  ginger  bi-andy,  but  shortly  afterAvards 
diarrhoea  set  in  and  continued  till  6  a.m.  the  following- 
morning.  There  was  no  pain  during  the  night.  The 
motions  were  dark,  not  offensive,  and  did  not  contain  blood. 
No  delirium  dui-ing  the  night.  Next  morning,  at  8  a.m., 
his  mother  started  from  home  to  bi-ing  him  to  the  hospital. 
According  to  her  account  he  was  quite  conscious  then, 
though  his  breathing"  was  A'ery  quick  but  not  distressed. 
He  Avas  conscious  Avhen  he  arrived,  but  became  comatose 
immediately  on  admission.  There  Avas  no  A'omiting.  He 
died  in  deep  coma  A'ery  shortly  after  he  Avas  admitted. 
There  was  no  abdominal  distension. 

A  post-mortem  examination  was  made  by  Dr.  Iredell. 
The  body  Avas  Avell  nourished,  and  there  was  no  distension 
of  the  abdomen.  The  thoracic  organs  Avere  natural.  On 
opening  the  abdomen  an  enormously  distended  viscus  pre- 
sented— this    Avas    the    rectum    and    colon.       The    appendix 
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Avas  normal.  A  flat,  narrow  adhesion  about  a  quarter  of  an 
inch  wide,  formed  by  a  portion  of  the  great  omentiim,  was 
attached  to  the  upper  limit  of  the  swelling-,  and  this  Avas 
the  only  adhesion  present.  The  gut  was  dilated  to  a  cir- 
cumference about  a  quarter  to  a  half  greater  than  normal, 
and  the  dilatation  began  one  inch  below  the  splenic  flexure. 
Both  muscular  coats  were  hypertrophied.  There  "was  a 
balloon-like  dilatation  filling  up  the  whole  of  the  pelvis 
and  the  greater  part  of  the  abdominal  cavity,  which 
was  continuous  with  the  sigmoid  loop,  as  described  at  the 
operation.  The  wall  was  universally  thickened  and  its 
longitudinal  fibres  were  coarse  and  prominent,  forming  an 
interlacing  network,  most  marked  on  the  aspect  furthest 
from  the  mesentery.  A  distinct  mesentery,  one  inch  in 
length,  was  present,  uniting  it  to  the  posterior  abdominal 
wall  and  allowing  fi-ee  mobility  of  the  gut.  In  no  place  was 
there  any  marked  contraction  or  any  sign  of  thickening  of 
the  circular  muscle  coat.  The  intestines  were  filled  with 
gas  and  liquid  fajces.  All  the  other  abdominal  viscera  were 
natural. 

I  have  brought  here  the  whole  of  the  large  intestine 
from  the  ca3cum  to  the  external  sphincter. 

The  anal  canal  is  normal  showing  no  unusual  fold  or 
stricture.  At  the  upper  level  of  the  internal  sphincter  the 
bowel  opens  out  immediately  into  the  large  cavity  before 
spoken  of.  The  gi-eatest  diameter  of  this  cavity  is  seen 
in  the  rectum  proper,  which  appears  considerably  lengthened, 
as  well  as  dilated ;  the  peritoneum  remains  still  in  situ,  and 
indicates  the  region  of  bowel  affected.  The  walls  of  the 
cavity  are  much  thickened,  both  muscular  layers  appearing 
hypertrophied.  The  lining  membrane  seems  quite  healthy, 
with  no  signs  of  present  or  past  ulceration ;  the  longitu- 
dinal columns  are  reduced  in  size  and  separated,  owing  to 
the  dilatation,  but  they  normally  converge  at  the  pelvic 
floor.  There  is  no  abnormal  fold,  sacculus  or  consti'iction 
which,  might  be  a  contributory  cause  of  the  dilatation. 
The  rest  of  the  bowel  examined  shows  no  further  abnor- 
mality beyond  what  has  been  described  as  seen  at  the 
operation,  namely  genend  dilatation,  but  no  obvious  great 
hypertrophj^  of  the  walls. 

The  chief  points  of  clinical  interest  in  this  case  appear  to 
us  to  be  the  following  : 

(1)  The  absence  of  symptoms  in  early  life. — Except  for  the 
large    size  of  the  abdomen  and  a  tendency  to  constipation. 
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nothing  was  noticed  by  the  parents  nntil  about  a  fortnight 
before  admission  to  the  hospital,  although  we  believe  the 
condition  to  have  existed  from  a  very  early  date. 

(2)  The  suddenness  of  onset  of  symptoms. — The  rapid  wast- 
ing with  great  abdominal  distension  accompanied  by  vomiting 
and  obstinate  constipation  suggested  an  acute  condition,  and 
closely  simulated  tuberculous  peritonitis. 

(3)  The  great  improvement  in  general  health  and  the 
practically  complete-  absence  of  the  earlier  symptoms  which 
followed  the  operation.  This,  as  we  have  stated,  consisted 
only  in  completely  emptying  the  gut,  and  was  followed  by 
careful  dieting^  and  resrulation  of  the  bowels. 

(4)  Duration  of  the  improvement. — In  many  of  the  cases 
described  by  other  writers  improv^ement  follows  operation, 
but  this  has  very  rarely,  if  at  all,  lasted  for  so  prolonged  a 
period  and  has  been  so  completely  successful  that  the  patient 
has  been  to  all  appearance  in  ordinary  health. 

(5)  The  sudden  termination  u-ith  coma. — The  terminal 
enteritis  may  have  been  due  to  the  ingestion  of  some  toxic 
substance  taken  in  by  the  mouth,  such  as  tinned  meat,  or  it 
may  have  been  infective  in  origin,  but  the  question  arises,  was 
its  severity  due  to  the  abnormal  condition  of  the  gut  with  its 
greatly  increased  absorbing  surface  ?  As  far  as  we  can 
gather  from  published  cases  this  form  of  termination  Avould 
appear  to  be  most  unusual,  if  not  unique. 

As  to  the  pathology  of  the  condition,  we  can  add  nothing 
further.  We  would  agree  to  the  division  into  two  groups, 
the  one  due  to  mechanical  obstruction,  the  other  probably 
congenital  in  origin  in  which  no  obstruction  can  be  found. 
In  the  absence  of  any  kinking,  bands,  sacculi,  or  diverticula, 
diaphragms,  or  other  conditions  which  have  been  described  as 
causing  obstruction,  we  must  include  the  case  in  the  second 
group  known  by  the  unsatisfactory  term  of  "  congenital  or 
idiopathic  dilatation  of  the  colon." 

As  to  the  surgical  procedure  adopted  in  this  case,  it  may 
be  said  that  it  stopped  at  the  first  stage  because  of  the 
satisfactory  result  produced.  What  we  had  decided  to  do 
if  further  treatment  Avas  necessary  was  to  open  the  ctecum  so 
as  to  wash  out  and  give  complete  rest  for  a  time  to  the  bowel 
beyond.  Should  this  not  have  produced  the  required  con- 
traction, the  question  then  to  be  considered  was  the  per- 
formance either  of  some  form  of  anastomosis  or  of  excision  of 
the  dilated  bowel.  Both  these  procedures  have  been  adopted, 
but  this  case,  unlike  any  other  previously  described,  presented 


Case  of  Idiopathic  Dilatation  of  Rectum  and  Colon.      85 

conditions  which  ■would  liave  made  either  of  them  a  very 
doubtful  remedy.  As  to  the  resection,  it  Avould  have  been 
necessary  to  remove  the  dilated  rectum  and  the  mucous 
membrane  of  the  anal  canal,  following  the  plan  adopted  Ijy 
Treves,  and  to  place  here  healthy  small  intestine  which  would 
have  been  the  ascending  colon,  or  the  terminal  part  of  the 
small  intestine.  In  both  such  considerable  difficulty  and  risk 
would  be  encountered  in  attempting  these  measures  as  to 
almost  prohibit  its  trial.  If  an  anastomosis  had  been 
attempted  it  would  have  been  between  the  ileum  and  the 
large  rectal  dilatation.  This  might  have  had  some  success 
provided  the  dilated  bowel  had  been  thoroughly  emptied  of 
its  contents  at  the  time  of  making  the  anastomosis,  but  then, 
again,  there  would  have  been  a  possibility  that  the  intestinal 
contents  might  have  accumulated  in  the  dilated  rectum  and 
made  matters  much  as  before.  To  overcome  this  liability 
to  accumulation,  plication  of  the  reduudant  rectal  walls  might 
have  been  performed. 

From  the  degree  of  success  of  our  case  we  would  urge 
that  a  similar  procedure  of  emptying  the  bowel  by  abdominal 
section  be  attempted  as  a  routine  method  before  proceeding  to 
more  serious  operations.  The  post-mortem  appearances  of  the 
bowel  showed  that  considerable  diminution  in  the  calibre  of 
the  intestine  had  taken  place,  and  we  know  that  this  improve- 
ment had  been  accompanied  by  loss  of  his  previous  symptoms 
— constipation,  distension  and  wasting.  V^e  assume  that,  but 
for  his  somewhat  accidental  death,  he  might  possibly  have 
completely  recovered.  In  most  of  the  cases  previously 
recorded  there  was  ulceration  of  the  bowel,  and  the  fact  that 
in  our  case  the  bowel  showed  no  ulceration  but  a  healthy 
condition  of  the  mucous  membrane  may  have  contributed  to 
the  favourable  result. 


SQ        Mr.  Eaymoiul  Jolnison  and  ]\Ir.  C.  E.  Keynolds's 


XIX. — ^-l  Case  of  Spinal  MeniiKjocele  hi  an  Adult 
successfulh/  treated  In/  operation  after  Spontaneous 
Bvptare  had  occurred.  By  Eaymond  Johxsox  and 
C.  E.  Reynolds.  Bead  February  22,  1907.  With 
Figures. 

THE  patient  was  a  healthy,  Avell-developed  woman,  set.  22, 
Her  mother  stated  that  since  birth  a  small  depression 
had  been  noticed  at  the  lower  part  of  the  spine.  In  June, 
1903 — the  patient  being  then  nearly  twenty  years  of  age — it 
was  first  observed  that  a  swelling  was  present  immediately 
above  the  depression  ;  the  swelling  gradually  increased  in  size. 
The  swelling  was  painless,  but  if  it  was  knocked  tlie  patient 
experienced  the  sensation  of  a  "  quiver  "  passing  up  to  her 
head.  On  December  29,  1905,  the  patient  noticed  that  her 
clothing  was  wet,  and  it  was  found  that  fluid  was  leaking  in 
considerable  amount  from  a  small  opening  Avhich  had  formed 
on  the  surface  of  the  swelling.  On  the  following  day  she 
was  sent  up  to  London  from  Somersetshire,  where  she  lived, 
and  was  at  once  admitted  into  University  College  Hospital. 

The  condition  on  admission  was  as  follows :  The  general 
state  of  the  patient  was  normal.  Over  the  lower  part  of  the 
sacrum,  in  the  middle  line,  was  a  hemispherical,  sessile  swell- 
ing", three  inches  in  diameter.  Over  the  greater  part  of  its 
surface  the  tumour  was  covered  Avith  rather  thin,  but  other- 
wise normal,  skin.  On  the  summit  of  the  swelling,  however, 
was  an  area  nearly  as  large  as  a  sixpence,  in  which  the  skin 
was  replaced  by  a  thin  translucent  membrane,  and  in  the 
centre  of  this  area  was  a  minute  opening  from  which  clear 
cerebro-spinal  fluid  escaped  in  large  quantities.  During  the 
act  of  coughing  the  tumour  became  much  more  tense  and  the 
escape  of  fluid  more  copious.  Immediately  below  the  tumour, 
and  in  a  position  corresponding  to  the  base  of  the  coccyx,  the 
skin  presented  a  small,  blind,  conical  recess,  containing  some 
sebaceous  matter;  this  recess  was  overhung  by  the  lower 
edge  of  the  tumour.  Beneath  the  tumour  it  could  clearly  be 
felt  that  the  posterior  wall  of  the  sacral  canal  was  deficient, 
the  edges  of  the  defect  being  traceable  downwards  on  either 
side  of  the  depression  in  the  skin  above  described. 

The  skin  having  been  repeatedly  cleaned  and  a  large 
absorbent  dressing  changed  frequently,  operation  was  per- 
formed on  the  following  day  (December  31).     The  meningo- 
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cele  was  opened  by  the  excision  of  an  elliptical  piece  of  its 
wall  and  the  skin  covering  it,  including  the  thin  membranous 
area  in  which  the  opening  was  situated.  The  sac,  Avhich 
would  have  held  an  ordinary-sized  orange,  was  lined  with  a 
smooth  glistening  membrane.  At  its  deepest  part  was  a 
round  opening,  about  6  mm.  in  diameter,  which  led  into  the 
theca;  from  this  opening  the  fluid  in  the  sac  alternately 
welled    out    and   was    sucked  back    during    expiration    and 


inspiration.  A  circular  incision  was  next  made  around  the 
deep  part  of  the  sac  at  a  distance  of  about  3  cm.  from 
the  deep  orifice  ;  the  part  of  the  sac  thus  included  was  then 
reflected  to  the  edges  of  the  opening  and  the  latter  closed 
after  the  manner  of  a  hernial  sac  with  two  separate  silk 
ligatures.  The  I'emainder  of  the  sac  was  then  removed  and 
the  skin  wound  sutured,  the  skin  being  depressed  into  the 
cavity  left  by  the  removal  of  the  sac.  A  large  dressing  of 
cyanide   gauze  was    applied.     The  patient  was  kept  in  the 
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prone  position  and  tlie  foot  of  the  bed  raised.  Xo  symptoms 
referable  to  the  nervous  system  occurred  at  any  time  after 
the  operation.  During  the  first  four  days  the  maximum 
temperature  was  100°  F. ;  on  the  fifth  day  a  further  rise 
occurred  and  Avas  maintained  until  the  ninth  day,  Avhen  the 
maximum  of  102"8^F.  Avas  reached;  a  rapid  fall  then 
occurred,  and  on  and  after  the  eleventh  day  the  temperature 
was  almost  constantly  normal.  At  the  first  and  second 
dressings  on  the  second  and  fifth  days  there  was  no  evidence 
of  any  leakage  of  cerebro-spinal  fluid,  but  on  the  sixth  day 
there  was  a  rather  free  blood-stained  discharge.  From  this 
date  onwards  the  large  gauze  dressing  was  changed  daily 
and  a  free  escape  of  cerebro-spinal  fluid  occurred  from  a 
small  opening  in  the  middle  of  the  scar.  The  fluid  was  per- 
fectly clear  and  there  were  no  signs  of  inflammation,  but  on 
the  ninth  day,  when  the  temperature  reached  its  maximum  of 
102*8°  F.,  a  pure  culture  of  StapJnjlococcus  alhiis  was  obtained 
from  the  fluid  discharge.  On  February  6 — thirty-seven  days 
after  the  first  operation — a  further  operation  was  performed. 
The  scar  Avas  opened  up,  and  the  small  aperture  in  it  was 
found  to  lead  down  to  an  opening  into  the  theca,  from  Avhich 
cerebro-spinal  fluid  still  escaped.  The  opening  Ava*;  so  small 
that  it  could  be  completely  closed  by  clamping  it  Avith  a  pair 
of  Spencer  Wells'  forceps.  Whilst  the  opening  Avas  thus 
clamped  a  fine  silk  suture  Avas  passed  continuously  backAvards 
and  forwards  through  it  Avith  a  curA'ed  needle  and  the  ends 
tied.  Xo  further  escape  of  fluid  occurred,  and  the  closure 
AA^as  made  more  secure  by  a  second  suture  applied  continuously 
to  the  more  superficial  fatty  tissue.  Finally  the  skin  incision 
AA'as  completely  closed.  No  further  escape  of  cerebro-spinal 
fluid  took  place  and  primary  union  occurred  in  the  Avound.  The 
patient  left  the  hospital  on  jNIarch  9,  and  several  months 
later  Avas  reported  to  be  in  perfect  health. 

Spinal  meningocele  is  said  to  be  more  common  in  the 
sacral  than  in  the  other  regions  of  the  spine,  the  next  in 
frequency  being  the  cervical  region,  although,  as  Eallantyne 
points  out,  it  is  probable  that  in  some  of  the  cases  recorded 
as  cerA'ical  meningoceles  the  tumour  Avas,  in  reality,  occi- 
pital, and  not  cervical  in  origin.  It  is  rare  in  the  dorsal 
and  not  frequent  in  the  lumbo-sacral  region,  Avhere,  as  is 
Avell  known,  meniugo-mj-elocele,  the  commonest  form  of 
spina  bifida,  usually  occurs. 

It  is  a  striking  feature  of  the  case  under  observation 
that   the    tumour  Avas  not  noticed   until  the   ao-e  of  twentv 
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years,  altliongh  a  well-marked  coccygeal  dimple  liad  been 
present  from  birth,  and  that  within  two  and  a  half  years 
the  cyst  had  undergone  spontaneous  rupture.  It  can  hardly 
be  supposed  that  the  meningocele  dated  its  actual  origiu 
from  this  period,  and  must  be  concluded  that  a  small  protru- 
sion of  the  spinal  meninges,  causing  at  first  no  projecting 
tumour,  underwent  gradual  enlargement.  We  are,  however, 
unable  to  suggest  any  explanation  for  this  occurrence.  It 
is  a  further  point  of  interest  that  during  the  period  of  more 
than  a  month,  when  cerebro-spinal  fluid  was  constantly 
escaping  in  large  c|uantities,  the  patient  presented  no  sym- 
ptoms referable  to  the  loss.  On  three  occasions  only  did  any 
definite  elevation  of  temperature  occur.  Two  of  these, 
accompanied  with  headache,  coincided  with  the  menstrual 
periods,  the  maximum  temperature  being  100°  F.  and  101  "6°  F. 
The  third  elevation  of  temperature,  occurring  on  the  ninth 
day  after  the  first  operation,  reached  a  maximum  of  102"8°F., 
and  was  coincident  with  the  presence  of  the  Staphylococcus 
alhns  in  the  fluid  discharged.  It  is  noteworthy  that  this 
infection  was  not  accompanied  with  any  local  signs  of  inflam- 
mation, except  that  the  fluid  which  escaped  at  this  time  was, 
perhaps,  not  Cjuite  so  absolutely  clear  as  usual.  This  observa- 
tion is  in  keeping  with  the  recent  observations  of  Dudgeon 
and  Sargent,  who  find  that  the  Staphylococcus  alhus  can,  not 
infrequentl}^,  be  demonstrated  in  wounds,  pursuing  apparently 
a  perfectly  aseptic  course. 
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XX. — Carcinoiiia  of  Jejuni!  ni ;  Obstruction;  Hesectioii  'f 
Jcjnnuin  a)td  Involved  Colon.  By  C.  H.  Fagge,  M.S. 
Rchihited  Januari/  25,  1907.     Bead    Fehruavij  22, 
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KATHERINE  H.,  a?t.  33,  a  married  woman,  was  admitted 
into  Ctu\-''s  Hospital  on  December  ]  1,  1905,  for  severe 
abdominal  pain  wdtli  vomiting  and  a  lump  in  the  right  iliac 
fossa.  Patient  first  noticed  abdominal  pain  three  months  ago  ; 
during  the  attack  she  w^as  sick.  The  pain  and  sickness 
recurred  every  three  or  four  days,  but  for  three  weeks  the 
pain  has  been  more  constant.  She  is  unable  to  keep  any  food 
down  and  has  lost  flesh.  Daring  the  attacks  of  jDain  the 
lump  becomes  larger. 

On  admission  patient  looks  ill;  pulse  118;  temperature 
96°  F.  ;  vomit  is  brown  in  colour.  There  is  a  hard,  defined 
movable  lump,  the  size  of  the  palm,  in  the  ciecal  region.  To 
the  left  of,  and  passing  into,  this  lump  can  be  seen,  at  times, 
a  distended  intestinal  coil  about  three  inches  across;  the  peri- 
staltic wave  passes  from  below  and  to  the  left  of  the  umbilicus 
towards  the  mass  on  the  right.  As  the  pulse  remained  at  120, 
and  patient  vomited  several  times,  operation  was  undertaken 
about  four  hours  after  admission. 

An  incision  in  the  right  semilunar  line  exposed  distended 
small  intestine,  which,  on  the  right,  ended  in  a  hard  mass  of 
growth  and  was  adherent  above  to  the  under  surface  of  the 
transverse  colon,  near  the  hepatic  flexure.  The  dilated, 
hypertrophied  jejunum,  some  eighteen  inches  from  the 
duodeno-jejunal  flexure,  was  narrowed  in  two  places  by  a 
mass  of  annular  growth,  and  nearly  the  whole  circumference 
of  the  colon  was  welded  with  the  jejunum  into  a  hard  mass ; 
there  was  much  lymph,  both  around  the  bowel  and  on  the 
mesentery.  An  attempt  was  made  to  separate  the  colon  from 
the  jejunum,  but  the  mucous  membrane  of  the  latter  Avas 
exposed.  At  this  stage  I  thought  I  w^as  dealing  with  a 
primary  colic  growth  involving  the  jejunum  secondarily. 
The  jejunum  was  double  ligatured  both  above  and  below  the 
growth,  and  its  proximal  end  above  and  its  distal  end  below 
were  invaginated  and  closed;  the  colon  was  treated  in  the 
same  way,  the  part  eliminated  extending  from  the  middle  of 
the  ascending  to  the  middle  of  the  transverse  colon.  The 
meso-colon,  omentum,  and  mesentery  were  now  ligatured  and 
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the  mass  was  removed  :  several  enlarged,  hard  glands  -were 
felt  in  the  mesentery.  A  lateral  anastomosis,  with  a  small 
Murphy's  button,  was  now  carried  out  between  the  two  cut 
ends  of  the  jejunum,  and  the  colon  was  similarly  restored  by 
a  large  Murphy's  button.  The  abdomen  was  washed  out  wit  li 
saline  solution  and  closed  with  a  single  layer  of  salmon-gut 
sutures.  The  oj)eration  lasted  one  and  a  half  hours,  and  the 
patient,  who  was  much  collapsed,  was  improved  by  an  injection 
of  strychnine  and  continuous  infusion  with  normal  saline. 

The  sickness  soon  ceased,  and  her  bowels  were  opened  with 
enemata  on  the  second  day  and  by  a  purgative  on  the  fifth 
day  after  operation.  The  large  Murphy's  button  was  passed 
at  the  end  of  four  weeks,  after  a  dose  of  castor  oil,  and  the 
smaller  button  appeared  two  weeks  later  (January  17,  1906). 
Patient  left  the  hospital  on  January  20. 

The  specimen,  shown  at  the  previous  meeting,  consists  of 
about  eight  inches  of  the  jejunum,  beginning  some  fifteen 
inches  from  the  duodeno-jejunal  fiexure ;  at  its  centre  is 
an  ulcerated  area  extending  for  about  three  inches,  which, 
before  it  was  laid  open,  produced  two  distinct  strictures  of  the 
bowel ;  the  higher  stricture  is  the  thicker  and  the  narrower  ; 
the  bowel  above  the  specimen  was  seen  to  be  much  hyper- 
trophied  and  dilated,  and  this,  no  doubt,  was  the  coil  in  wliich 
the  peristaltic  wave  was  \'isible  before  the  operation. 

The  growth  around  the  second  strictiire  has  extended 
above  to  the  peritoneal  surface  of  the  gut,  and  here  involves 
the  lower  aspect  of  the  hepatic  flexure  for  some  distance, 
though  it  has  not  reached  the  mucous  membrane.  The 
adherent  mesentery  contains  several  enlarged  and  hard  glands. 

Microscopical  sections  of  a  piece  of  the  upper  ulcer 
show  much  necrosis  and  few  cancer  cells  scattered  about  in 
the  muscular  layers  of  the  bowel,  but  a  second  section  shows 
a  tvpical  spheroidal-celled  carcinoma,  which,  preceded  by  a 
small-celled  infiltration,  involves  the  circular  muscle  coat. 
This  section  was  referred  to  Mr.  Targett,  who  reported  :  "  this 
is  a  carcinoma  of  the  scirrhous  type  such  as  is  often  met  with 
in  the  stomach."  Sections  of  the  mesenteric  lymph  glands 
show  no  secondary  deposits,  and  their  induration  is  therefore 
probably  inflammatory. 

Remarks. 

Consideration  of  this  case  may  be  approached  from  two 
standpoints  :    its  interest  as  a  case  of   acute  obstruction   in 
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^vliicli  resection  was  imperative  for  pliysiolog'ical  reasons,  or 
as  a  case  of  primary  carcinomatous  growth  of  the  small 
intestine.  I  propose  to  approach  it  from  the  latter  aspect.  In 
Bland-Sutton's  Tumour,-!,  1906,the  author  says:  "As  far  as  I  am 
aware  the  diagnosis  of  primary  cancer  of  the  small  intestine 
has  not  been  made,  for  when  seated  in  the  small  gut  below 
the  duodenum  cancer  usually  gives  rise  to  symptoms  of  acute 
obstruction."  AV'hile  malignant  connective-tissue  tumours  of 
the  small  intestine  are  relatively  common,  malignant  epithelial 
growths  are  rare.  It  would  be  an  interesting  digression  to 
theorise  upon  the  reason  why  carcinomata  are  so  rare  in 
the  small  intestine  while  so  common  in  the  stomach  and 
colon. 

This  variety  becomes  greater  still  if  we  exclude  those 
cases  of  carcinomata  of  the  ileo-caecal  valve,  which  may  have 
arisen  in  the  caecum.  Barker,  in  the  Transactions  of  this 
Society,,  vol.  xxxiii,  records  an  interesting  example  of  excision 
of  the  cgecum  for  a  cancer  of  the  ileo-caecal  valve,  and  reviews 
other  cases  of  growth  in  the  same  position. 

Probably  the  commonest  seat  of  primar}'  carcinoma  in  the 
small  bowel  is  at  the  ampulla  of  Abater  in  the  duodenum.  ]3e 
Havilland  Hall  {Lancet,  1902)  and  Eolleston  {Lcutcet,  1901) 
have  recorded  cases,  and  the  latter,  among  some  twenty  cases  of 
carcinoma  involving  the  ampulla,  thinks  that  seven  may  be 
regarded  as  true  cases  of  primary  cancer  of  the  ampulla,  the 
remainder  probably  arising  in  the  bile-duct  or  pancreas. 

In  searching  through  the  books  of  reference  available  at 
the  Royal  College  of  Surgeons'  Library  I  have  found  only  two 
cases  which  cannot  be  regarded  as  doubtful.  The  first  is  a 
case  of  multiple  carcinomata  of  the  ileum,  and  recorded  by 
Bunting  in  the  Johns  Hophins  Hosjiital  Bnlletin  for  1904. 

Halsey  and  Peterson  {Postgraduate,  N.Y.,  1905,  vol.  xx, 
p.  401),  record  the  second,  which  is  that  of  a  male,  xt.  46, 
whose  obstruction  was  due  to  a  growth  in  the  jejunum, 
eighteen  inches  from  the  duodeno-jejunal  flexure ;  the  obstruc- 
tion was  overcome  by  short-circuiting  the  small  intestine  ; 
the  patient  died  a  few  months  later,  October,  1904.  A  gland 
removed  from  the  mesentery  showed  "deposits  of  adeno- 
carcinoma of  the  scirrhous  variety. 

In  the  catalogue  of  the  Gordon  Museum,  Guy's  Hospital, 
there  are  records  of  three  cases  of  primary  carcinoma  of  the 
small  intestine — two  spheroidal-celled  carcinomata  in  the 
ileum  and  one  columnar-celled  carcinoma  in  the  jejunum  ; 
none  of  them  Avere  subjected  to  operation. 
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111  the  Patliological  Society's  Transactions,  vol.  xliv,  Dr. 
Yoelcker  reports  a  case  of  carcinoma  of  the  jejunum,  adherent 
to  and  involving  the  ascending  colon,  and  in  the  same  volume 
^Mr.  C.  A.  Morton  records  a  case  in  which  the  small  intestine 
was  opened  and  drained  for  a  columnar-celled  carcinoma  of 
the  lower  end  of  the  ileum,  with  an  account  of  the  subsequent 
autopsy.  Multiple  carcinomatous  ulcei'ations  occurring  in  the 
small  intestine  seem  usually  to  be  secondary,  as  in  a  specimen 
in  the  Guy's  Museum  where  three  constrictions  are  seen  due 
to  secondary  spheroidal-celled  deposits  in  the  serous  coat.  At 
the  autopsy  there  was  a  spheroidal-celled  carcinoma  in  the 
right  ovary,  which  was  considered  to  be  the  primary 
growth. 

With  regard  to  the  surgical  aspect  of  this  case  I  shall  do 
no  more  than  ask  for  opinions  as  to  the  best  line  of  treatment 
of  growths  involving  both  large  and  small  intestines  and  pro- 
ducing acute  obstruction.  Should  we  under  these  circum- 
stances undertake  what  must  be  extensive  resections,  which  is 
a  practice  contrary  to  generally-accepted  surgical  principles 
in  such  cases  ? 


94        Mr.  T.  H.  Kellock's  paper  on  Excision  of  Joints'. 


XXI. — Excision  of  Joints  :  a  Neiv  Method  of  Operating 
at  the  Shoulder.  Bv  Thomas  H.  Kellock,  B.C. 
Bead  Febniarif  22,  1907. 

EXCISION  of  joints  for  disease,  or  after  injury,  is  an  opera- 
tion of  considerable  antiquity,  and  one  which  has  under- 
gone comparatively  little  change  or  modification  in  recent 
years.  Indications  for  its  performance,  if  not  quite  as  frequent 
as  formerly,  still  arise,  and  with  one  or  two  exceptions  it  is 
practised  in  much  the  same  Avay  now  as  in  the  pre-antiseptic 
days.  AVitli  the  means  at  our  disposal  it  is  now  often  possible 
to  render  the  parts  to  be  operated  on  quite  aseptic,  and  so  the 
necessity  for  subsequent  amputation  less  frequent,  and  it  is 
now  also  made  possible  to  secure  fixation  of  the  bones  by 
artificial  means  in  those  cases  where  this  is  desired;  but  the 
principles  of  the  operations,  the  incisions,  the  manner  in  which 
the  bones  entering  into  the  formation  of  the  joint  are  dealt 
with  and  the  subsequent  treatment  remain  much  as  before. 
Under  the  term  "  excision  of  joints,"  however,  there 
are  included  operations  of  different  natures  performed  in 
different  ways  and  with  different  aims :  at  the  knee,  ankle, 
and  joints  of  the  tarsus,  parts  which  have  to  bear  the  weight 
of  the  body,  the  object  generally  aimed  at  is  stability  and  a 
firm  s^niostosis  of  the  ends  of  the  bones — a  real  excision  or 
total  removal  of  the  joint  in  fact,  and  this  is  brought  about 
by  the  removal  of  as  little  as  is  possible  from  the  ends  of  the 
bones,  and  the  obtaining  of  bony  union  between  the  opposing 
surfaces  by  fixation  either  externally  by  means  of  s])lints  or 
more  directly  by  the  use  of  some  mechanical  contrivance, 
such  as  wire,  pegs,  or  screw^s,  with  subsequent  complete  rest 
for  the  part  to  aid  in  the  union.  In  the  upper  limb,  where  free 
movement  is  of  more  importance  than  strength  in  the  ultimate 
result,  a  different  operation  is  described  as  "  excision ";  at 
the  elbow  and  wrist,  in  order  to  obtain  free  movement  fairly 
large  pieces  are  removed  from  the  bones  on  both  sides  of  the 
joint,  and  early  passive  movements  employed  so  as  to  bring 
about  a  false  joint  by  wide  longitudinal  separation  of  the  cut 
ends  of  the  bones  and  absence  of  rest. 

At  the  hip,  shoulder,  and  temporo-maxillary  joints  the 
term  "excision"  is  applied  to  a  diiferent  operation  again  to 
what  is  in  fact  a  partial  excision  :  at  these  joints  a  very  movable 
bone  articulates  with  what  is,  relatively  speaking,  a  iixed  one. 
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and  excision  is  generally  taken  to  mean  removal  of  more  or 
less  of  the  end  of  the  movable  bone  with  the  aim — if,  perhaps, 
the  hip  under  certain  circumstances  be  excepted — of  bringing- 
about  a  movable  joint  formed  bv  the  shortened  bone  on  the 
one  side  and  the  articular  surface  of  the  more  fixed  bone  on 
the  other.  The  hip-  and  shoulder-joints  are  in  many  respects 
very  alike,  and  yet  the  operation  of  excision  as  performed  on 
tiiem  differs  considerably,  for  at  the  hip  the  head  of  the  femur 
is  generally  removed  by  section  through  the  neck  of  the  bone, 
that  is,  inside  the  capsule  of  the  joint  proximal  to  the 
insertion  of  the  muscles  into  the  great  trochanter,  and  the 
part  of  the  bone  that  is  removed  is  free  of  muscular  attach- 
ments. At  the  shoulder,  on  the  other  hand,  "svith  the  object  of 
obtaining  a  false  joint  that  shall  be  freely  movable,  the  head 
of  the  humerus  is  removed  by  section  through  the  surgical 
neck,  that  is,  outside  the  joint  and  ■with  the  head  of  the 
bone  are  sacrificed  the  insertions  of  the  subscapularis, 
snpra-spinatus,  infra-spinatus  and  teres  minor  muscles, 
muscles  Avhich,  if  they  could  be  saved,  would  be  of  very 
considerable  use  at  such  a  joint  as  the  shoulder,  where  a  free 
and  rapid  use  of  the  arm  is  of  so  much  more  importance  than 
actual  strength.  It  is  true  that  after  excision  as  it  is  gener- 
ally performed  the  divided  ends  of  these  muscles  are  supjiosed 
to  form  fresh  attachments,  but  it  is  doubtful  if  these  can  be 
to  the  shaft  of  the  liumeinis,  for  their  retraction  after  division 
and  the  large  piece  of  the  humerus  that  is  removed  must 
cause  a  large  interval  between  their  cut  ends  and  the 
bone. 

It  occurred  to  me  that  when  operating  on  the  shoulder,  in 
cases  where  the  head  of  the  humerus  was  not  so  extensivelv 
diseased  as  to  render  its  removal  imperative,  it  might  be 
possible  to  remove  the  necessary  bone  from  the  scapular  side 
of  the  joint  instead  of  from  the  humeral,  and  by  so  doing- 
save  the  attachments  of  these  important  muscles.  Anatomi- 
cally, the  operation  can  be  performed  in  this  way  with  the 
sacrifice  only  of  the  long  tendon  of  the  biceps  and  a  part  of 
the  middle  head  of  the  triceps,  structures  which  are  not  of 
very  great  importance  on  account  of  the  other  origin  of  these 
muscles  being  retained.  Even  in  cases  of  moderate  disease 
of  the  humerus  this  method  might  still  be  applicable,  for  it 
must  be  remembered  that  in  most  cases  disease  affects  both 
the  head  of  the  humerus  and  also  the  glenoid  cavity.  The 
general  plan  is  to  remove  the  head  of  the  humerus  at  the 
surgical  neck  and  scape  or  gouge  away  the  affected  bone  from 
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the  glenoid,  and  there  seems  to  be  no  valid  reason  why  these 
processes  should  not  be  reversed,  unless,  of  course,  the  disease 
should  have  spread  so  far  into  the  humerus  as  to  render  it 
necessaVy  to  remove  this  below  the  insertions  of  the  muscles 
mentioned  above. 

The  performance  of  the  operation  on  the  dead  body  shows 
it  to  be  one  of  little  difficulty  ;  by  making  a  rather  long 
incision  from  the  tip  of  the  coracoid  process  downwards, 
along  the  anterior  border  of  the  deltoid  muscle,  the  front  of 
the  joint  is  easily  reached,  and  the  tendon  of  the  biceps,  as  it 
lies  in  its  groove  on  the  humerus,  can  be  divided  as  its  origin 
must  eventually  be  sacrificed.  The  capsule  of  the  joint  having 
been  laid  open,  the  subscapularis  muscle  can  be  avoided  by 
elevating  the  arm,  but  the  coraco-brachialis  and  short  head  of 
the  biceps  coming  from  the  coracoid  process  are  considerably 
in  the  way,  and  the  remainder  of  the  operation  is  very  much 
simplified  if  this  process  be  broken  through  with  bone  forceps 
and  turned  a  little  downwards  without  completely  separating 
it.  I  used  an  Adams  osteotomy  saw  to  divide  the  neck  of  the 
scapula,  with  some  assistance  to  retract  the  soft  pai-ts ;  this 
is  not  a  very  difficult  matter,  although  the  thickness  of  bone 
to  be  divided  is  rather  greater  than  one  would  have  supposed. 

A  little  while  ago  I  had  the  opportunity  of  performing 
this  operation  on  the  living.  The  patient  was  aman,ffit.  41,  a 
blacksmith  by  occupation,  the  subject  of  an  unreduced  sub- 
coracoid  dislocation,  the  result  of  an  accident  eleven  weeks 
previously ;  at  the  time  of  the  accident  he  also  sustained  a 
fracture  of  the  surgical  neck  of  the  humerus,  but  this  had 
firmly  united  in  a  fairly  good  position.  He  was  not,  altogether, 
a  very  favourable  subject  for  a  major  operation  as  he  had 
suffered  from  fits,  probably  of  an  epileptic  nature,  and  gan- 
grene of  one  lung,  but  at  the  time  of  operation  he  appeared 
to  be  in  fair  general  health,  and  it  was  obvious  something 
must  be  done  for  the  shoulder,  as  the  hand  and  arm  were 
(edematous  and  comparatively  useless,  and  he  suffered  a  great 
deal  of  pain  in  them  from  pressure  of  the  displaced  bone  on 
the  cords  of  the  brachial  plexus. 

The  operation  was  performed  through  the  same  incision 
as  on  the  dead  body,  but  the  pathological  conditions  made  the 
approach  to  the  neck  of  the  scapula  more  difficult.  The 
neck  of  the  humerus  was  thickened  as  the  result  of  the 
fracture,  and  the  head,  which  was  lying  just  under  the  coracoid 
process,  was  surrounded  by  a  good  deal  of  new  bone,  such  as 
is  generally  found  in  this  condition.     By  the  use  of  an  elevator 
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and  movement  of  the  limb  the  head  of  the  bone  was  freed; 
the  tendon  of  the  biceps  was  then  divided  and  the  coracoid 
process  broken  with  bone  forceps  and  turned  downwards. 
It  was  then  found  that  the  presence  of  the  head  of  the 
humerus  prevented  the  free  use  of  the  saw  in  dividino- 
the  neck  of  the  scapula,  so  resort  was  had  to  gouge  forceps 
with  which  the  whole  of  the  glenoid  cavity  and  a  portion  of 
the  neck  of  the  scapula  were  removed.  This  took  rather  lono-er 
than  when  done  with  a  saw,  but  I  rather  think  it  is  the  better 
method  as  one  can  nibble  away  the  bone  into  something'  of  a 
concavity.  When  this  bone  had  been  removed  the  head  of 
the  humerus  fell  back  easily  into  the  cavity  and  the  coracoid 
process  was  then  refixed  by  two  sutures  passed  through  the  soft 
parts.  Hasmorrhage  throughout  was  insignificant  and  easily 
controlled.  Silk  sutures  were  used  to  bring  the  soft  parts 
together;  the  skin  wound  completely  closed  without  drainao-e 
and  the  arm  and  shoulder  fixed  in  plaster-of-Paris.  Primary 
union  occurred  throughout  in  a  satisfactory  manner^  and  after 
about  ten  days  we  began  passive  movements  of  the  limb,  the 
pain  and  swelling  of  the  arm  having  disappeared  immediately 
after  the  operation. 

The  result  now,  nearly  three  months  after  the  operation, 
is  very  fairly  satisfactory,  and  I  hope  considerably  more  im- 
provement has  yet  to  come;  flexion  and  extension  are  quite 
good,  abduction  fair,  but  rotation  of  the  humerus  is 
poor. 

Should  the  result  in  this  case  eventually  prove  satisfactory 
and  occasion  arise  to  perform  the  operation  again,  I  think  it 
might  perhaps  be  easier  in  a  case  of  unreduced  dislocation  to 
make  a  posterior  incision  as  well  as  the  anterior  one  so  as  to 
divide  the  neck  of  the  scapula  from  behind,  and  I  think  1 
should  also  remove  a  little  more  bone  than  I  did  in  this 
case. 

Theoretically  this  operation  should  be  particularly  useful 
in  the  case  of  children,  for  in  them,  in  addition  to  saving  the 
attachment  of  the  muscles,  it  would  retain  the  epiphysial  line 
and  so  cause  much  less  shortening  of  the  arm,  as  this  is  the 
end  of  the  bone  at  which  the  greater  part  of  its  growth  in 
length  occurs,  that  is,  of  course,  if  the  epiphysis  were  not 
already  ruined  as  far  as  growth  was  concerned  by  tuberculous 
disease,  which  is  by  far  the  most  common  affection  that  calls 
for  surgical  treatment  at  this  joint  in  young  ^^eople. 
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XXII. — The  Medical  Treatment  of  Congenital  Pyloric 
Stenosis.  By  Gr.  A.  Sutherland,  M.D.  Read 
March  8,  1907. 

THE  symptoms  and  diagnosis  of  congenital  hypertrophic 
stenosis  are  now  well  known,  and  have  been  very  fully 
described  by  Thomson,  Cautley,  Still,  and  others.  The  exact 
pathology  of  the  affection  is  still  unsettled,  and  it  may  be 
that  the  results  of  treatment  will  throw  fresh  light  on  the 
subject.  This  paper  deals  only  Avith  the  medical  treatment 
by  means  of  dieting,  and  gastric  lavage,  a  method  of  treat- 
ment to  which  Still  has  specially  directed  attention.'^  I 
propose  to  give  brief  notes  of  the  last  three  cases  which  have 
come  under  my  cai'e,  and  then  to  make  some  observations 
on  the  treatment  generally. 

Case  1. — A  male  infant,  £et.  6  weeks,  a  first  child,  was  sent 
to  me  on  May  22,  1906.  The  history  was  that  the  child  had 
appeared  to  be  healthy  at  birth,  but  that  vomiting  occurred 
during  the  first  week,  and  had  continued  ever  since.  The 
vomiting  was  intermittent,  sometiines  only  once  a  day,  some- 
times oftener,  and  usually  occurred  about  twenty  minutes  after 
a  feed.  The  vomited  material  was  sometimes  in  large 
quantity,  and  was  violently  pumped  out.  The  child  was 
losing  weight  steadily ;  the  bowels  were  very  constipated, 
and  acted  only  after  the  use  of  a  glycerine  suppository.  The 
motions  were  small  but  healthy  in  appearance.  The  child 
was  subject  to  flatulence,  attacks  of  abdominal  pain,  and 
screaming  attacks.  It  was  always  hungry  and  always  ready 
for  a  feed. 

The  diet  had  been  the  mother's  milk,  and  occasionally 
Allenbury's  food  and  peptonised  milk  had  been  tried  and 
been  rejected.  The  breast  milk  had  been  examined  and  found 
to  be  satisfactory,  although  the  chief  constituents  were  rather 
small  in  amount  (proteids  1*75  per  cent.,  fat  2*4  per  cent., 
sugar  506  per  cent.). 

The  patient  was  a  wasted,  whining,  unhappy-looking 
infant  weighing  7  lb.  6  oz.  On  exainination  of  the  abdomen 
the  stomach  was  seen  to  be  contracting  strongly,  and  peristaltic 
waves  passed  from  the  left  to  the  right  side  of  the  abdomen. 
The  pylorus  was  not  felt.  (Probably  I  do  not  hunt  for  the 
*  Lancet,  March  11,  1905. 


Medical  Treatment  of  Congenital  Pijloric  Stenosis.        99 

pylorus  with  the  same  care  as  others,  as  it  does  not  appear 
necessary  to  do  so,  and  the  proceeding  is  very  uncomfortable 
for  the  infant.) 

The  same  night  general  convulsions  supervened  and 
lasted  intermittently  for  thirty-six  hours,  but  passed  off 
under  the  use  of  bi'omide  and  chloral  injections.  The  treat- 
ment ordered  for  the  pyloric  trouble  was  lavage  once  a  day 
and  a  continuance  of  the  bi'east  feeding  every  two  hours  by 
day  and  every  four  at  night,  ten  minutes  at  a  time.  On 
washing  out  the  stomach  a  considerable  amount  of  soft  floc- 
culent  curd  was  removed,  but  this  seemed  to  be  of  such  a  fine 
character  that  gastric  digestion  was  evidently  good.  It  was 
also  considered  that  such  a  residue  should  pass  easily  through 
the  pylorus  unless  abnormal  spasm  was  present.  The  child 
remained  under  observation  for  three  weeks,  during  which 
the  progress  of  the  case  was  as  follows :  The  lavage  was 
carried  out  every  day  for  the  most  part,  sometimes  every 
second  day.  The  amount  of  residual  food  left  in  the  stomach 
was  found  steadily  to  diminish.  The  vomiting  became 
much  less  frequent  and  less  violent,  and  towards  the  end  of 
the  time  was  trifling.  The  bowels  came  to  act  naturally, 
without  injections,  and  at  times  diarrhoea  with  green  stools 
occurred.  The  employment  of  malt  and  oil,  half  a  drachm 
thrice  daily,  seemed  to  produce  gastro-intestinal  distui-bance. 
The  child  became  much  more  comfortable  and  brighter  with 
the  cessation  of  the  abdominal  pain  and  vomiting.  The 
weight  at  the  end  of  three  weeks  was  exactly  the  same  as  at 
the  beginning. 

The  infant  then  passed  f i-om  my  care  and  was  treated  on 
the  same  lines  by  a  medical  friend  for  a  few  weeks,  when  the 
parents  transferred  the  child  to  a  surgeon  as  we  did  not 
advise  operation.  Apparently,  however,  he  had  not  the 
courage  of  his  convictions,  for  he  temporised,  and  finally 
medical  treatment  by  lavage  was  persisted  Avith.  Four  and 
a  half  months  later  the  following  report  was  very  kindly  sent 
me  by  the  doctor  under  whose  care  the  child  had  been  placed. 
Steady  improvement  had  taken  place,  interrupted  only  by  a 
series  of  convulsions,  Avhich  the  doctor  had  traced  to  the  fact 
that  the  mother  was  menstruating  at  the  time.  The  gain  in 
weight  was  very  slow  but  the  iufant  now  weighed  ten  pounds, 
i.  e.  almost  three  pounds  heavier  than  when  first  seen.  The 
weaning  process  was  being  carried  out  as  the  mother's  milk  was 
failing.  The  visible  peristalsis  of  the  stomach  had  passed  off 
entirely  two  months  previously. 
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Case  2. — A  male  infant,  tet.  3  months,  was  sent  to  me  on 
October  12,  1906.  The  child  was  healthy  at  birth,  weighing 
7^  lb.,  and  wasted  on  cow's  milk  and  water,  which  seemed  to 
agree  with  it.  At  the  age  of  live  weeks  vomiting  commenced 
and  had  persisted.  It  occurred  once  or  more  daily,  and  was  fre- 
quently very  violent,  the  food  being  pumped  out  in  large 
quantity.  The  bowels  had  been  rather  loose  at  first,  but  later 
constipation  had  been  marked,  and  for  the  previous  month  the 
bowels  Lad  acted  only  after  a  glycerine  suppositor3\  The 
motions  Avere  extremely  small.  The  child  slept  badly,  had 
frequent  attacks  of  abdominal  jjain,  and  was  always  ravenously 
hungry.  There  had  been  a  steady  loss  of  weight  going  on  for 
about  two  months. 

Many  diets  had  been  tried,  including  cow's  milk  and 
water,  Mellin's  food,  peptonised  milk,  lacto,  whey,  and 
Allenburys'  food,  but  none  of  these  had  had  more  than  a 
temporary  effect  on  the  vomiting.  The  child  had  been  fed 
quite  regularly  every  two  and  a  half  hours  b}'  day,  and  some- 
what less  frequently  by  night. 

On  examination  the  infant  was  found  to  be  extremely 
emaciated,  restless,  whining,  and  looking  the  picture  of 
misery.  The  weight  was  then  6  lb.  13  oz.  The  temperature 
Avas  normal.  There  was  no  sign  of  disease  anywhere  apart 
from  the  stomach.  The  abdomen  was  somewhat  distended, 
and  gastric  peristalsis  was  elicited  by  rubbing*  the  abdominal 
wall.  The  contraction  waves  were  very  strong,  and  passed 
right  across  from  under  the  ribs  on  the  left  side  to  be  lost  on 
the  right  side  of  the  abdomen.  They  were  not  apparently 
painful.  The  pylorus  was  not  felt  by  me,  but  my  friend.  Dr. 
Cautley,  who  kindly  saw  the  case  with  me,  was  able  to 
palpate  it. 

As  the  infant  was  at  the  time  on  Allenburys'  food  that  diet 
was  continued,  and  Avashing  out  of  the  stomach  was  performed 
daily.  The  vomiting  rapidly  diminished,  but  complete  diges- 
tion, as  learned  by  the  results  of  washing  out,  was  not 
obtained  until  the  feeding  was  employed  every  hour  b}^  da}' 
and  every  two  hours  by  night.  The  bowels  soon  began  to 
act  naturally,  and  a  steadily  increasing  amount  of  fjecal 
matter  was  present  in  the  stools.  The  gain  in  Aveight  Avas  at 
first  A^ery  sIoav,  and  some  weeks  shoAved  a  loss.  The  diet  Avas 
varied  with  Avhey,  peptonised  milk,  and  cream,  and  a  small 
quantity  of  malt  extract,  raAV  meat  juice,  and  grape  juice  Avas 
given.  The  improvement  was  steady  if  sIoav,  and  there  Avas 
a  definite  change  for  the  better  in  the  infant's  comfort  and 
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general  appearance.  The  progress  was  interfered  with  at 
times  by  attacks  of  diarrhoea,  and  later  by  an  attack  of 
influenza  with  bronchitis.  He  passed  out  of  my  care  at  the 
end  of  three  months,  and  was  then  a  smiling,  active  infant, 
keenly  interested  in  all  that  went  on,  and  weighing  9  lb.  6  oz. — 
a  gain  of  two  and  half  pounds.  The  gastric  lavage  was  being 
carried  out  every  second  day,  as  the  influenza  had  left  the 
infant  very  liable  to  gastric  disturbance.  Had  it  not  been 
for  this  complication  the  washing  out  would  probably  not 
have  been  required  so  frequently.  A  further  gain  in  weight 
of  1  lb.  5  oz.  has  taken  place  during  the  last  six  weeks. 

Case  3. — A  male  infant,  tet.  8  months,  was  admitted  to 
hospital  on  April  20,  1906,  suffering  from  marasmus.  The 
child  had  been  healthy  at  birth,  but  vomiting  had  come  on  a 
fortnight  later  and  had  continued.  The  diet  had  consisted 
entirely  of  the  breast  milk,  but  wasting  had  been  persistent. 
The  bowels  were  constipated,  acting  only  every  second  day, 
and  there  had  never  been  diai-rhoea.  There  was  nothing  of 
importance  in  the  family  history  and  the  patient  had  presented 
no  signs  of  constitutional  disease. 

On  admission  the  infant  was  found  to  be  a  typical  example 
of  "marasmus,^'  very  wasted,  whining,  always  hungry  and 
sucking  its  fist.  The  rectal  temperature,  night  and  morning, 
was  96''  F.  The  weight  was  6  lb.  On  physical  examination 
the  abdomen  was  rather  distended  and  tense,  and  an  inguinal 
hernia  Avas  present,  but  there  were  no  signs  of  organic 
disease.  A  diet  of  equal  parts  of  cow's  milk,  barley-water, 
and  lime-water,  half  an  ounce  of  each,  was  ordered;  the 
feeding  to  be  every  two  hours  by  day  (sixteen  hours),  and 
every  four  hours  by  night  (eight  hours).  At  the  end  of 
twenty-four  hours  the  quantity  at  a  feed  was  raised  to  three 
ounces.  After  three  days  half  a  drachm  of  cream  was  given 
thrice  daily.  Under  this  treatment  the  child  seemed  to 
improve,  gained  six  ounces  in  weight  in  ten  days,  and  seemed 
more  comfortable.  The  amount  of  cream  was  then  increased 
to  half  a  drachm  at  each  feed,  and  this  was  quickly  followed 
by  vomiting.  On  returning  to  the  former  amount  of  cream 
the  vomiting  ceased.  On  May  9  it  w^as  noted  that  although 
the  bowels  only  acted  once  a  day  and  enemata  were  sometimes 
required  the  motions  were  satisfactory.  The  infant,  however, 
was  losing  weight,  although  without  any  obvious  discomfort 
or  vomiting.  Three  ounce  feeds  of  milk  and  lime-water, 
equal  parts,  every  two  hours  by  day  and  every  four  by  night. 
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with  half  a  drachm  of  cream  and  fifteen  drops  of  cod-liver 
oil,  thrice  dail}-,  were  ordered.  Vomiting-  quickly  followed 
and  continued.  On  May  14  examination  of  the  abdomen 
showed  marked  peristalsis  of  the  stomach,  in  waves  passing 
from  left  to  right,  and  a  diagnosis  of  cong-enital  hypertrophy 
of  the  pylorus  was  made.  "Washing  out  the  stomach  dail}- 
was  ordered.  The  food  was  now  changed  to  peptonised  milk 
and  Avater,  and  later  cream,  whey,  plasmon,  and  plain  milk 
and  water  were  given  at  times.  The  amounts  varied  from 
three  to  four  ounces  at  intervals  of  three  or  four  hours. 
Although  the  stomach  capacity,  as  determined  on  washing 
out,  was  about  half  a  pint,  I  believe  now  that  the  feeds 
should  have  been  smaller  and  less  frequent.  The  washing 
out  was  continued  dailv,  and  there  soon  came  to  be  but  a 
small  residue  present  in  the  stomach  two  hours  after  a  feed. 
AVhen,  however,  it  was  reduced  to  every  second  day,  a  con- 
siderable amount  of  food  w^as  found,  and  the  dailj"  routine 
Avas  resumed.  The  vomiting  was  entirely  relieved  and 
occurred  very  rarely  and  in  a  very  mild  form.  At  the  end  of 
three  months'  treatment  the  weight  was  6  lb.  11  oz. — a  gain  of 
only  eleven  ounces.  The  peristalsis  of  the  stomach  after  a 
feed  was  as  marked  as  ever.  The  temperature  ranged  between 
96°  and  97°  F.  Treatment  by  opium  had  been  given  a  full 
trial,  up  to  seven  minims  of  liquor  opii  sedativus  daily,  with- 
out the  slightest  effect.  After  consultation  operative  treat- 
ment was  decided  on. 

The  operation  of  splitting  the  pylorus  was  performed  by 
one  of  my  colleagues  on  July  28.  A  typical  large,  hard,  con- 
tracted pylorus  Avas  found.  The  onh'  point  about  the  opera- 
tion Avhicli  calls  for  notice  AA'as  that  the  peritoneum Avas  ruptured 
at  the  duodenal  end  of  the  pylorus,  and  Avas  sutured.  The 
infant  suffered  from  a  good  deal  of  shock  during  the  folloAA^ng 
fcAv  hours,  but  improA'ed  after  saline  infusions.  Eectal  feeding 
AA'as  employed  for  tAvelve  hours  and  then  one  drachm  of  Avhey 
in  an  ounce  of  hot  Avater  Avas  given  OA'ery  three  hours.  The 
amount  of  Avhey  w^as  steadily  increased.  On  August  1  it 
Avas  noted  that  there  had  been  no  A'omiting  for  three  days, 
the  child  Avas  taking*  Avell  and  seemed  comfortable.  On 
August  3  the  child  did  not  take  its  food  so  Avell,  and  died 
suddenly  and  unexpectedly  the  same  night.  At  the  autopsy 
the  abdominal  conditions  Avere  healthy,  there  Avas  no  peri- 
tonitis, and  there  AA'as  no  apparent  cause  of  death. 

Sudden  and  unexplained  death  in  marasmic  infants  after 
a  serious  operation  is,  of  course,  of  common  occurrence.     The 
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question  as  to  whether  better  methods  of  feeding  and  other 
food  materials  might  not  have  led  to  a  cure  of  the  pyloric 
condition  without  operation  must  remain  unsettled,  but  further 
experience  has  led  me  to  believe  that  the  treatment  might 
have  been  improved  on. 


RemarTcs  on  Treatment. 

I  shall  not  refer  to  the  surgical  treatment  of  this  affection, 
a  subject  which  was  ver}-  thoroughly  considered  at  the  Toronto 
Meeting  of  the  British  Medical  Association.^  My  hope 
and  belief  are  that  as  our  knowledge  and  experience  of  the 
medical  treatment  advance,  there  will  be  fewer  and  fewer 
cases  in  which  surgical  intervention  is  called  for. 

(1)  The  objects  aimed  at. — The  aim  of  the  medical  treat- 
ment is  to  remove  any  source  of  irritation  in  the  stomach, 
which  may  maintain  pyloric  spasm,  and  to  keep  the  stomach 
free  from  any  irritating  food  material,  digested  or  undigested, 
which  may  excite  pyloric  spasm.  "Within  recent  years  many 
cases  of  this  affection  have  been  seen  in  the  j^'ost-mortem  room, 
and  as  we  looked  at  the  hard  hypertrophied  pylorus  and  the 
complete  stenosis  it  was  a  common  remark  that  only  operative 
treatment  could  have  relieved  the  condition.  It  must  be 
remembered,  however,  that  the  pylorus  has  two  functions, 
contraction  and  relaxation,  and  the  fact  that  the  muscular 
tissues  generally  are  hypertrophied  is  no  reason  for  assuming 
that  only  the  power  of  contraction  is  retained.  I  believe  that 
both  these  functions  are  present  at  birth ;  and  that  there  is, 
in  addition,  a  congenital  hyperplasia  of  the  muscular  tissues 
of  the  pylorus,  as  Cautley  has  so  strongly  insisted  on.  For 
a  varying  length  of  time — days  or  weeks  in  different  cases — 
all  goes  well,  and  the  pylorus  acts  normally.  But  a  time 
comes,  even  in  the  most  carefully-fed  cases,  Avhen  some 
irritating  (undigested)  food  lies  in  the  stomach,  and  the 
pylorus  contracts  strongly  and  remains  closed.  Vomiting 
follows.  The  repetition  of  such  a  condition  gradually  induces 
a  more  or  less  continuous  spasm  of  the  pylorus,  or  at  least  a 
spasmodic  contraction  which  seriously  interferes  with  the 
normal  empt^'ing  of  the  stomach.  It  may  be  that  in  some 
cases,  as  in  those  recorded  by  Willoughby  Gardner,  and  by 
Still,  it    is  possible,  solely  by  careful  dieting   and   the   use 

*  Bnt.  Med.  Jovrn.,  vol.  ii,  1906,  p.  939. 
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of  a  food  leaving  little  residue  in  the  stomach,  to  check  this 
over-action  of  the  circular  fibres  of  the  pylorus.  Such  cases 
are  probably  rare,  but  they  support  the  view  that  there  is  no 
inherent  vice  in  the  pylorus.  They  are  rare  because  a  dia- 
gnosis could  seldom  be  made  at  a  stage  Avhen  such  treatment 
■would  usually  be  effective.  By  the  time  a  diagnosis  can  be 
made  with  certainty  the  spasm  of  the  pylorus  is  established, 
and  as  the  result  hypertrophy  and  dilatation  of  the  stomach 
have  followed.  We  have  then  to  deal  with  a  fastidious, 
irritable,  dog-in-the-manger  pylorus,  which  must  be  humoured, 
and  soothed,  and  deferred  to  in  every  way.  It  is  not  to  be 
supposed  that  even  in  marked  cases  the  pylorus  never 
relaxes.  At  operations  it  has  frequently  been  found  that  the 
hypertrophied  pylorus  can,  and  does  relax,  and  will  often 
admit  the  little  finger  without  difficulty.  In  many  cases  the 
presence  of  ftecal  matter  in  the  stools,  and  the  absence  of 
vomiting  for  a  week  or  more,  show  that  food  is  passing  through 
the  pylorus.  The  gravity  of  the  affection  lies  in  the  fact 
that  it  does  not  do  so  in  sufficient  quantit}""  for  the  nutrition 
of  the  infant.  These  would  appear  to  be  the  grounds  on 
which  medical  treatment  may  be  expected  to  do  good,  and, 
expressed  in  other  words,  the  aim  of  the  treatment  is  to 
restore  the  function  of  relaxation  of  the  pylorus  which  has 
been  in  abeyance  owing  to  the  more  powerful  action  of  the 
constrictor  fibres. 

(2)  The  food  and  feeding. — Although  the  stomach  is  much 
dilated  and  is  capable  of  holding  a  large  amount  of  food, 
small  feeds  are  called  for  in  order  to  secure  complete  diges- 
tion. Two  or  three  ounces  will  be  found  sufficient  at  a  meal, 
and  in  bad  cases  one  ounce  feeds  are  advisable.  In  order  to 
supply  a  sufficient  amount  of  nourishment  the  number  of 
meals  must  be  increased.  An  infant  of  one  month  should  be 
fed  every  two  hours,  day  and  night,  and  in  bad  cases,  when 
only  small  quantities  ai-e  allowed  at  a  time,  every  hour  by 
day.  This  may  have  to  be  carried  on  for  some  months  unal- 
tered, but  if  the  progress  of  the  case  allows  of  it,  one  will 
naturally  try  to  increase  the  amount  at  a  meal  and  feed  less 
often  as  time  goes  on.  If  the  infant  will  sleep  for  longer 
intervals  at  night  it  should  be  allowed  to  do  so,  but  hunger 
will  usually  wake  it  with  great  regularity.  Small  quantities, 
one  to  four  drachms,  of  plain  water  or  dill  water  may  be  given 
between  the  feeding  times  if  the  child  is  thirsty  or  wakeful. 
The  difficulty  in  the  complete  digestion  of  the  food  in  the 
stomach  lies  in  the  proteids  and  the  fats,  more  especially  the 
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latter.    Over  and  over  again  I  have  found  the  addition  of  cream 
or  cod-liver  oil  bring  on  gastric  irritation  and  vomiting. 

If  good  breast  milk  is  available  it  is  the  best  food.  A 
chemical  analysis  of  the  milk  should  be  made,  and  one  would 
prefer  to  have  rather  a  low  amount  of  all  the  chief  solids. 
The  fat  should  not  be  more  than  3  per  cent.  The  quantity 
given  at  a  time  must  be  regulated  by  the  duration  of  the 
feed — five  or  ten  minutes  as  the  case  may  be.  Unfortunately 
in  many  of  these  cases  one  finds  that  suckling  has  been 
stopped,  in  the  belief  that  the  milk  was  disagreeing  with  the 
child,  and  one  of  the  most  useful  adjuncts  in  the  treatment 
is  lost. 

If  artificial  feeding  is  employed,  cow's  milk  as  usually 
modified  does  not  act  well  owing  to  the  heavy  curds  which 
remain  in  the  stomach.  The  foods  which  have  proved  most 
successful  in  my  experience  are  peptogenised  cow's  milk, 
(without  added  cream,)  whey,  and  Allenburys'  Food  (No.  1). 
This  last  I  take  as  a  type  of  foods  which  are  not  in  themselves 
suitable  for  healthy  children,  but  which  are  capable  of  very 
complete  digestion  in  the  stomach.  In  addition,  malt  extract, 
raw  meat  juice,  and  grape  juice,  have  been  given  daily  in  small 
quantities.  No  doubt  other  foods  may  be  found  equally 
efficacious,  and  the  question  of  the  suitability  of  the  food  is 
to  be  decided  by  the  state  of  the  stomach  contents  after 
washing*  out. 

(3)  Gastric  lavage. — The  stomach  should  be  washed  out 
once  a  day  for  a  prolonged  period,  and  in  bad  cases  this  pro- 
ceeding may  be  required  twice  daily  for  a  time.  It  is  quite  a 
simple  process  in  young  infants,  and  if  properly  carried  out 
leads  to  no  discomfort  or  disturbance.  It  should  be  done 
when  under  normal  conditions  the  stomach  is  empty,  i.  e.  two 
or  two  and  a  half  hours  after  a  meal,  as  the  case  may  be. 
The  value  of  the  information  gained  from  the  nature  of  the 
stomach  contents  cannot  be  over-estimated.  The  wash-out 
should  show  a  small  amount  of  soft  flocculent  matter  which 
tends  to  get  less  in  successful  cases  as  time  goes  on.  If,  on 
the  other  hand,  a  larger  amount  of  matter  is  washed  out,  or 
undigested  curds,  it  is  clear  that  the  food  is  not  properly 
digested  and  will  maintain  the  pyloric  spasm.  Dr.  Cautley 
has  pointed  out  that  in  many  cases  the  mere  washing-  out  of 
the  stomach  systematically  wnll  check  the  vomiting,  and  that 
this  may  prove  misleading.  This  is  perfectly  true,  and  there- 
fore one  must  examine  carefully  the  nature  of  the  stomach 
contents  in  order  to  see  whether  the  residue  would  be  likely 
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to  pass  the  pylorus.  If  this  residue  is  of  the  soft  flocculent 
natui'e  described  above  one  may  reasonably  expect  that  it  can 
and  will  prove  non-irritating,  and  will  eventually  pass  natur- 
ally through  the  pylorus.  Other  indications  of  improvement 
must  also  be  looked  for,  and  will  be  referred  to  later. 

For  the  observation  of  these  points,  and  for  the  lavage  to 
be  of  any  real  value,  it  is  of  the  fii-st  importance  that  the 
medical  attendant  should  carry  out  the  proceeding  himself, 
and  not  entrust  it  to  any  nurse,  however  skilled  and  expe- 
rienced she  may  be.  Gastric  lavage  is  not  only  beneficial  to 
the  infant,  but  is  also  the  means  of  showing  the  physician 
how  to  regulate  successfully  the  food  and  feeding. 

(4)  Signs  of  i:>rogress. — (1)  The  vomiting  ceases.  This 
usually  follows  quickly  after  lavage  and  proper  feeding  have 
been  carried  out. 

(2)  The  bowels  act  naturally.  This  is  a  very  important 
sign  of  progress,  for  it  is  in  such  marked  contrast  to  what  occurs 
in  untreated  cases.  In  the  latter  constipation  is  the  rule, 
artificial  aids  j')f^r  rectum  being  very  often  required,  and  the 
motions  contain  little  fascal  matter.  After  the  medical  treat- 
ment has  been  begun  the  bowels  act  two  or  three  times  a 
day  without  artificial  stimulation,  and  the  motions  are  larger 
and  consist  of  fgecal  matter.  Coincidently  with  this,  the 
amount  of  material  present  in  the  stomach  two  hours  after  a 
feed  steadily   diminishes. 

(3)  The  stomach  peristalsis  becomes  less  marked,  less 
strong,  find  gradually  passes  off .  The  complete  disappearance 
of  peristalsis  may  take  some  weeks  or  months,  but  the  lessening 
is  usually  seen  early  in  successful  cases. 

(4)  The  discomfort,  pain,  apathy,  and  constant  whining  of 
the  infant  are  removed,  and  are  replaced  by  a  placid  and 
comfortable  state,  in  wdiich  even  smiling  is  gradually  evolved. 

(5)  The  nutrition  of  the  infaut  is  improved.  This  is 
manifested  in  a  healthier  colour,  in  increased  activity  of  the 
limbs,  and  in  a  slow  gain  in  weight.  It  is  very  important  to 
remember  that  these  infants  cannot  be  fattened  rapidly,  that 
any  attempt  to  secure  this  will  probably  end  in  disaster,  and 
that  the  less  weighing  there  is  the  better,  especially  if  there 
are  anxious  relatives  about.  The  most  suitable  foods  are  not 
fattening  ones,  and  any  excess  of  food  is  apt  to  produce  dis- 
turbance either  in  the  stomach  or  the  bowel.  On  the  other 
hand  the  vital  powers  of  the  infant  can  be  very  much  im- 
proved, and  the  disordered  functions  restored  to  healthy 
action  by  a  simple  diet,  and  the  fattening  materials  can  be 
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reserved  until  a  later  period.  Progress  in  the  infant  is  usually 
marked  by  a  slow  increase  in  "weight,  somewhat  fluctuating  at 
first  but  tending  to  become  steady  as  time  goes  on. 

(6)  Complications. — A  common  complication  in  the  course 
of  treatment  is  diarrhoea.  The  bowel  in  such  cases  has  been 
out  of  use  for  some  tin:ie,  and  is  consequently  unprepared  for  the 
food  material  which  the  pylorus  comes  to  pass  on.  Hence 
probably  ai'ises  an  irritative  form  of  diarrhoea.  The  best 
treatment  is  to  reduce  the  amount  of  food  given  by  one  half, 
and  to  keep  it  so  until  the  diarrhoea  has  ceased.  At  the  same 
time  half  a  grain  of  grey  powder  may  be  given  twice  or  thrice 
daily.  When  the  diarrhoea  ceases  the  amount  of  food  can  be 
again  gradually  increased.  Such  diarrhoea  is  always  serious 
and  may  prove  fatal.  When  vomiting  occurs,  no  food  should 
be  given  for  two  hours  in  order  to  rest  the  stomach.  Sips  of 
hot  Avater  may  be  given  if  the  child  is  thirsty.  Intestinal 
flatulence  is  to  be  treated,  like  diarrhoea,  by  a  temporar}' 
reduction  in  the  amount  of  food. 

(7)  Medicinal  treatment. — The  use  of  anti-spasmodic  drugs 
such  as  opium  and  the  bromides  have  not  proved  of  the 
slightest  value  in  my  experience.  Of  course,  infinitesimal  doses 
of  opium  cannot  be  expected  to  do  any  good,  but  I  have  pushed 
the  drug  to  its  full  phvsioloo-ical  effects  without  anv  benefit 
whatever.  Nor  does  it  appear  likely  that  the  drug  would 
have  any  special  action  on  the  circular  fibres  of  the  pylorus 
and  fail  to  affect  the  longitudinal  fibres  to  an  equal  extent. 
In  cases  of  marasmic  infants  suffering  from  this  affection, 
with  all  the  tissues  dried  up  and  a  constant  feeling  of  thirst, 
the  use  of  saline  injections,  both  subcutaneously  and  per 
rectum,  has  seemed  beneficial.  From  four  to  ten  ounces  of 
normal  saline  solution  can  be  given  daily,  and  will  act  as  a 
restorative  until  the  improvement  of  the  pyloric  function 
allows  of  the  entrance  of  a  sufficient  amount  of  fluid  into  the 
system  by  the  natural  route.  In  cases  in  which  the  infant  is 
much  reduced,  or  has  a  subnormal  temperature,  brandy,  up 
to  a  half  drachm  daih',  will  be  found  of  service  as  a  general 
tonic.  The  administration  of  cod-liver  oil  b}'  inunction,  if  it 
be  of  am^  value,  Avould  appear  to  be  specially  suited  to  the 
conditions  present  in  this  affection.  I  have  only  employed 
it  once,  and  in  that  case  a  skin  eruption  quickly  followed  and 
led  to  its  discontinuance. 
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XXIII. — Some  Cases  of  Hypertrophic  Pyloric  Stenosis 
in  Infants.  By  Arthur  Voelcker,  M.D.  Read 
March  8,  1907. 

THE  paper  I  have  the  honour  of  reading  before  you  to- 
-»-  night  is  based. on  my  experience  of  seven  cases  whicli 
have  been  under  my  care  in  my  ward  at  the  Hospital  for 
Sick  Children  in  the  last  two  years.  I  propose  to  give  a 
brief  abstract  of  each  case  and  then  to  discuss  certain  of  the 
points  which  appear  to  me  to  bear  upon  the  etiology  and 
treatment  of  the  condition. 

Conclusions  drawn  from  insufficient  experience  are 
notoriously  fallacious,  but  I  offer  my  notes  as  a  small  con- 
tribution to  a  subject  which  at  present  certainly  presents 
many  difficulties.  I  have  been  enabled  by  the  courtesy  of 
my  colleagues  and  by  the  kind  help  of  Dr.  Reginald  Millar, 
our  Registrar  at  Great  Ormond  Street,  to  place  before  you 
some  results  of  an  anal3^sis  of  all  the  cases  which  have 
occurred  in  our  hospital  since  the  disease  was  recognised. 
Some  of  these  cases  have  been  already  recorded. 

Abstkact  op  Clinical  Notes  op  Each  Case. 

Case  1. — R.  T.,  male,  set.  2  months;  was  54  days  in  hospital : 
died.  No.  6  in  the  family.  Was  well  for  14  days,  when 
vomiting  commenced,  at  first  5  minutes  after  feeding,  the 
milk  often  coming  through  the  nostrils,  then  the  food  was 
retained  for  nearly  JiO  minutes  before  the  vomiting  began. 
Breast-fed  till  4  daj's  before  admission.  Bowels  very  con- 
stipated. 

June  19,  1905  (see  Charts  1  and  2). — On  admission: 
wasted ;  weight  5^  lb. ;  temperature  sub-normal ;  fontanelle 
depressed;  no  craniotabes.  Visible  peristalsis,  but  pylorus 
not  felr.  Billowy  peristaltic  waves  seen  passing  from  left  to 
right.  Vomits  10  minutes  after  being  fed.  Ordered  peptonised 
milk,  \  oz.  every  half  hour  ;  brandy  jT\ij  every  2  hours. 

June  20. — Stomach  lavage  twice  a  day.  Peptonised  milk 
^i  every  hour. 

June  24.— Lavage  omitted  on  20th,  21st,  22nd,  and  23rd; 
no  improvement ;  resumed  on  24th  with  the  effect  of  diminish- 
ing the  vomiting.     Pylorus  now  felt.     Has  lost  \  lb. 
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July  1. — Xo  vomiting  till  June  oO.     Gained  ^  lb, 

July  4. — Only  sick  once  since  last  note.  Bowels  open  8 
times,  motions  green.     Lost  ^  lb. 

July  21. — Has  been  fed  every  2  hours  only.  Xo  gain  of 
weight.  Has  only  vomited  twice  in  last  19  days.  Much 
curd  in  gastric  "wash-out. 

July  27. — Has  lost  1  lb.,  but  only  vomited  twice.  Motions 
green  and  watery. 

July  28. — Given. beef  gravy,  ^  oz.  every  4  hours. 

August  1. — Vomited  on  oOth.     Diarrhoea  continues,  abdo-" 
men  distended;  visible  peristalsis;  jiylorus  felt,  but  in  spite 
of  this  patient  is  gaining  weight. 

August  8. — Diarrhoea  worse;  temperature  104^  F. 

August  13. — Death. 

Chakt  2. 
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Fosi  morttm. — Pylorus  much  thickened;  hypertrophy  of 
circular  fibres  of  pyloric  ring;  mucous  membrane  plicated, 
but  not  intlamed;  submucosa  thickened;  pyloric  opening 
allows  fluid  to  pass  in  either  dii-ection ;  orifice  admits  a  cedar 
pencil;  walls  of  stomach  much  thickened;  duodenum  natural. 
Xo  abnormalities  in  rest  of  body. 

Case  2. — S.  L.,  male,  a?t.  10  weeks;  189  days  in  hospital ; 
recovered.  A'omiting  began  when  3  weeks  of  age.  Xo.  3  in 
the  family ;  long  labour ;  breast-fed  for  7  weeks,  then  on 
cow's  milk,  h  oz.  to  water  1  oz.  for  three  days,  then  on 
Xestle's  milk  1  :  6  of  water  ;  markedly  constipated. 

February  9,  1905. — On  admission  :  poorh'  nourished ; 
weight  5^  lb  ;  requires  circumcision  ;  double  inguinal  hernia  ; 
abdomen'distended  ;  visible  peristalsis;  no  pain  ;  pylorus  just 
felt.  Vomits  soon  after  a  feed ;  gastric  fluid  contains  HCl, 
pepsin,  peptones,  albumoses ;  egg  albumen  is  not  digested  by 
it   with    any   readiness ;  gastric   lavage   twice    a    day ;  it    is 
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noted  that  the  wasli-out  after  humanised  milk  contained  more 
dense  curd  than  after  peptonised  milk.  Under  this  treat- 
ment the  vomiting-  onh'  occurred  every  other  day  and  the 
child  ffained  weio;ht. 

May  17. — Lavage  once  daily. 

Ma}'  22. — Lavage  omitted. 

May  27. — Abdominal  distension  relieved  by  gastric  lavage. 

During  June  patient  had  diarrhoea  and  vomited  about 
once  a  day. 

Li  July  he  regained  weight,  the  peristalsis  was  no  longer 
visible  and  the  pylorus  was  not  felt. 

On  August  15  the  pylorus  was  again  felt  and  peristalsis 
seen. 

Discharged  August  17,  having  gained  3i  lb. 

Six  days  later  he  was  re-admitted  with  severe  gastro- 
enteritis; he  had  lost  1  lb.  12  oz.  He  only  vomited  on  two 
occasions,  Avas  treated  by  gastric  and  rectal  lavage,  and  fed 
on  humanised  milk,  yolk  of  egg,  Benger  and  raw  meat  juice, 
and  was  given  citrate  of  potash. 

He  rapidly  improved,  gained  weight  (weight  11  lb.)  and 
was  over-fed  after  leaving  the  hospital.  When  seen  at 
Christmas,  1906,  was  quite  well,  but  over-fat. 

Case  3. — J.  C,  male,  iet.  3  months;  28  days  in  hospital; 
died.  No.  2  in  family.  Not  well  since  birth,  but  only  vomited 
when  1  month  of  age.  Constipated.  Breast-fed  for  three  weeks 
and  then  on  peptonised  milk. 

February  28,  1905. — "Wasted,  weight  7  lb.  Xo  cranio- 
tabes  ;  abdomen  tense ;  pylorus  not  felt ;  no  visible  peristalsis. 
Vomit  contained  brown  mucus  and  curd.  Blood  found 
in  vomit,  none  in  stools.  Daily  lavage ;  peptonised  milk 
cream ;  mist,  carminativa.  Two  days  later  peristalsis  seen 
and  pylorus  felt.  Not  sick.  Lost  h  lb.  in  first  week  (6  lb. 
8  oz.)     Ordered  humanised  milk. 

March  13. — Lavage  omitted.     Vomits  once  a  day. 

March  21. — Less  vomiting,  weight  constant  (61b.  10  oz.). 
Mist,  carminativa  omitted. 

March  24. — Vomited  3  times  yesterdav ;  very  collapsed. 

Mai'cli  26. — Only  sick  once,  has  gained  loz.;  weight  61b. 
9oz. 

March  27. — Sudden  and  fatal  collapse. 

Post-mortem. — Weight  6  lb.  Walls  of  stomach  thick, 
opaque.  Pylorus  lies  far  back ;  admits  No.  4  catheter. 
Pyloric  wall  (without  mucosa)  -g-Vin.  thick.      Mucous  mem- 
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braue  not  plicated.  Stomach  liolds  4i  oz.,  and  contains  curd 
and  mucus.  Some  yellow  feces  in  the  intestine.  No  congenital 
deformities. 

Case  4. — A.  F.,  male,  a3t.  9  weeks ;  28  days  in  hospital ; 
died.  Xo.  4  in  family.  Wasting  since  1  week  of  age. 
Breast-fed  4  days,  then  on  Xestle's  milk  53,  water  5xij, 
then  on  diluted  cow's  milk.  Vomits  5  minutes  after  being 
fed.  Vomit  described  by  the  mother  "  like  as  if  it  had  come 
out  of  a  tap."     Motions  natural. 

January    4,    1906. — On  admission:    wasted,   weight   51b. 

Case  4,  Chart  4-. 
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Date. 

1906 

January  5 

6 


14 


22 
23 


27 
30 


Diet. 

Cow's   milk,  giss,  barley  water,  gij, 

every  2  hours 
Mist,  carmin,  gr.  i  '06 

Cow's    milk,  gj,  boiled   water,  gij, 

brandy  inxx,  every  2  hours 
Peptonised  milk,5  j,  boiled  water,  gi  j, 

every  two  hours 
Peptonised  milk,  ^iss,  cream,   inx, 

water  ^j,  every  2  hours 
Alternate  feeds  of  plasmon  water 
*Plasmon    water,    gij,    cream,    nix, 

brandy,  r<\  xv,  every  1|  hours 
Add  cream  niv  to  each  feed 
Peptonised  milk  and  barley  water, 

a  a  5J,  cream  >nxv,  brandy,  nixv; 

alternately  with  plasmon  water, 

^ij,    cream,    nxv,   brandy,    nxv 

("  2-hourly  feeds") 

*  Plasmon  5j,  water  giv. 


Treatment. 

^  Hyd.  c.  Cret, 
gv.  i,  t.d.s. 

Mist.  01.  Eic, 
5SS,  t.d.s. 
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4oz. ;  no  craniotabes  ;  obvious  peristalsis;  sometimes  three 
tumours  seen;  pylorus  not  felt. 

January  7. — Nasal  feeding  (cow's  milk  l^oz.  and  barley- 
water  2  oz.)     A'^omits  o  times  a  day;  bowels  open  5  times  a  day. 

January  8. — Vomiting  continues  ;  temperature  subnormal. 
By  the  12th  the  vomiting  had  subsided,  but  the  diarrhoea 
continued. 

January  12. — Gastric  lavage ;  brown-stained  (blood) 
mucus  in  stomach  ;  has  lost  ^  lb.     Ordered  peptonised  milk. 

January  19. — Gained  4  oz.;  less  sickness;  cream  added  to 
milk. 

January  20. — Collapsed ;  omit  lavage  ;  more  vomiting  on 
21st,  22nd,  and  2ord.  Ordered  Plasmon  water  and  pepto- 
nised milk  alternately. 

January  26. — Plasmon  water,  cream  and  brandy,  every 
H  hours. 

January  30. — Much  less  vomiting ;  gained  4  oz.  (weight 
5  lb.  8  oz.) ;  3  stools  a  day. 

February  1. — Died. 

Post-mortem. — Weight  5  lb.;  stomach  folded  back;  pylorus 
to  left  of  vertebral  column;  stomach  will  hold  35OZ.;  no 
excess  of  mucus;  pylorus  If  in.  in  circumference;  pyloric 
ring  (without  mucosa)  -j^  in.  thick;  mucosa  plicated;  lumen 
admits  a  tube -^  in.;  duodenum  natural;  intestines  empty; 
no  congenital  deformity.  Microscopical  examination  of  the 
pylorus  shows  but  little  change  in  the  mucosa,  the  submucosa 
is  thickened;  the  most  marked  change  is  in  the  circular 
muscular  layer,  which  is  much  hypertrophied.  The  longitu- 
dinal fibres  are  hardly  at  all  hypertrophied  ;  some  of  its  fibres 
interlace  with  those  of  the  circular  coat. 

Case  5.  —  F.  E.,  male,  set.  2  mouths;  136  days  in 
hospital ;  recovered.  No.  8  in  family ;  difficult  labour. 
Quite  well  till  14  days  of  age.  Breast-fed  14  days,  then  with 
equal  parts  of  cow's  milk  and  barley-water;  then  on  Mellin's 
food,  and  on  Horlick's  malted  milk.  On  admission  taking- 
cow's  milk  and  boiled  water  in  equal  volumes. 

January  25,  1906. — On  admission:  fairly  nourished; 
weight  91b.;  no  craniotabes ;  distinct  peristalsis  from  left  to 
right,  three  distinct  prominences  seen  in  the  stomach;  pylorus 
felt ;  constipated. 

January  30. — No  vomiting  for  three  days. 

January  31. — Visible  hour-glass  contraction  of  the 
stomach. 
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February  3. — Given  Sanatogen. 
February  9. — Daily  lavage. 

February  14. — -Has  lost  weight ;    put  on  humanised  milk 
and  barley-water.     On  this  he  gained  weight. 

Case  5. — Weigrht.     Chart  5. 


March  14. — Rise  of  temperature  and  vomiting  for  the 
last  4  days. 

From  March  27  to  April  24  there  was  some  vomiting,  but 
the  weight  gradually  increased. 
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On  May  12  lavage  discontinued,  but  resumed  from  May 
24  till  May  30,  on  account  of  vomiting. 

The  child  was  sent  home,  having  gained  2 j  lb.  in  the  20 
weeks  he  was  in  hospital. 

On  August  21  he  was  re-admitted  on  account  of  vomiting 
and  diarrhoea,  but  there  was  no  vomiting  or  diarrhoea  while 
in  hospital.  The  child  gained  rapidly  in  weight,  and  when 
discharged  on  October  8  weighed  12  lb.  14  oz.,  a  gain  of  31b. 
in  6  weeks. 

Case  6. — D.  L.,  male,  set.  9  weeks ;  27  days  in  hospital ; 
death.  Vomiting  and  constipation  since  2  weeks  of  age; 
Breast-fed  at  first,  then  on  milk  and  water ;  constipated. 
No.  3  in  family. 

March  16,  1906. — On  admission  :  thin;  Aveight  7  lb.  8oz.; 
no  craniotabes  ;  visible  peristalsis  ;  pylorus  not  felt ;  abdomen 
distended. 

Daily  lavage ;  alkaline  mixture  3  times  a  day.  Gradual 
loss  of  weight ;  vomiting  frequent ;  rise  of  temperature  to 
101°r.     Death  on  27th  day.     Lost  1  lb.  5  oz. 

Case  7. — W.  C — ,  male,  vet.  14  days;  15  days  in  hospital ; 
death.  No.  1  in  family  ;  natural  labour;  weighed  101b.  at 
birth.  Vomited  from  the  fifth  day  ;  breast-fed  ;  constipated. 
Was  sick  after  4  or  5  feeds,  whether  of  milk  or  simple  barley- 
water. 

February  16,  1907. — On  admission  :  very  wasted  ;  weight 
61b.;  temperature  98"2°F. ;  abdomen  distended;  no  visible 
peristalsis ;  pylorus  not  felt.  Vomits  after  each  feed ;  is  in 
pain  ;  phimosis  is  present. 

February  20. — Visible  peristalsis.  An  alkaline  mixture 
has  not  affected  the  frequency  of  the  vomiting ;  lavage  twice 
daily.  Bromide  of  potash  and  Tr.  opii  n\^  do  not  control  the 
sickness. 

February  27. — Albumen  water  Jij,  Valentine  v\y,  sub- 
stituted for  humanised  milk  without  diminishing  the  vomiting. 

March  3. — Diarrhoea  for  last  week ;  death ;  weight  5  lb. 
9  oz.,  loss  of  7  oz.  since  admission. 

Post  mortem. — Slight  hypertrophy  of  the  stomach  walls ; 
pylorus  much  thickened,  -^jr  in.  thick ;  dilatation  of  left  renal 
pelvis. 

Remarks. — The  existence  of  hypertrophic  stenosis  of  the 
pylorus  seems  first  to  have  been  recognised  by  Dr.  Hezekiah 
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Beardsley,  of  Connecticut,  iu  1778,  but  it  is  only  of  recent 
years  that  it  has  been  re-discovered  in  this  country  by  the 
writings  of  Dr.  John  Thompson,  1896,  and  Dr.  Still  among 
others.  Xever  having  come  across  a  single  case  during  the 
three  years  I  was  Registrar  and  Pathologist  at  Great  Ormond 
Street,  I  was  at  one  time  rather  sceptical  as  to  the  existence 
of  the  condition,  but  I  am  now  certain  that  the  condition  is 
one  which  can  be  recognised  both  during  life  and  in  the  j^ost- 
morteiii  room.  I  propose  to  call  your  attention  to  certain 
points  illustrated  by  my  cases,  and  to  bring  before  you  the 
results  of  an  analysis  of  all  the  cases  (39  in  number)  Avhich 
have  been  in  the  Hospital  for  Sick  Children  in  the  last  ten 
years;  for  tliis  information  I  am  indebted  to  the  kindness  of 
Dr.  Reginald  Millar,  our  ]\Iedical  Registrar. 

Sex. — All  my  cases  occurred  in  males,  and  of  the  39  cases 
in  the  Children^s  Hospital  35  occurred  in  males  and  only  4  in 
females.  This  preponderance  of  incidence  in  males  must  be 
more  than  accidental,  but  it  is  interesting  to  note  that  we 
have  no  record  of  two  cases  occurring  in  the  same  family. 

Position  in  the  family. — The  existence  of  heemorrhages  in 
new-born  children,  so  Avell  demonstrated  by  Prof.  Herbert 
Spencer  in  bis  paper  in  the  Obstetrical  Society's  Transactions, 
and  the  possibility  of  some  such  haemorrhage  into  the  pylorus 
being  the  cause  of  the  stenosis,  made  me  investigate  the  above 
point.  In  only  one  of  my  cases  was  the  child  the  first  child, 
and  of  34  cases  at  Great  Ormond  Street  9  were  first  children. 

The  nature  (f  the  labour. — In  2  of  my  cases  this  was 
described  as  difficult,  but  both  these  cases  recovered.  Of  the 
28  cases  at  Great  Ormond  Street  the  labour  was  normal  in 
18  cases  and  difficult  in  10. 

In  no  case  Avith  difficult  labour  did  sym.ptoms  come  on 
within  14  days,  and  in  one  case  (a  breech  presentation  in 
which  the  jaw  Avas  fractured  in  deliA^ery)  the  symptoms  only 
appeared  after  six  Aveeks. 

These  obserA^ations,  1  think,  make  it  impossible  that  the 
condition  can  be  pi'operly  explained  by  htemorrhage  occur- 
ring at  the  time  of  birth,  and  the  microscopical  evidence  is 
also  quite  opposed  to  this  view.  The  stenosis  is  partly  pro- 
duced by  hypertrophy  of  the  circular  muscular  fibres  and 
not  by  scar-formation.  AYere  the  hsemorrhage  sufficient  to 
produce  the  stenosis  later  on  by  scar-formation,  it  AA'ould 
cause  stenosis  by  its  mass  in  its  recent  state,  and  all  the 
clinical  CA^idence  is  against  this. 

In  all  my  cases  the  children  Avere  full-term  children,  and 
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of    "27  cases   at    Great   Ormoncl    Street  I    find   only  2    were 
premature  cliildren. 

Age  at  which  vomiting  hegan. — One  case  commenced 
vomiting  at  4  days,  1  at  7,  3  at  14,  1  at  21,  and  1  at  oO  days. 

In  37  cases  noted  at  Great  Orniond  Street  4  commenced 
at  birth  (lO'S  per  cent.)  ;  3  at  1  week ;  9  at  2,  11  at  3,  and  5 
at  4  weeks  (70*27  per  cent.)  ;  2  at  5,  2  at  6,  and  1  at  8  weeks. 

These  observations  tend  to  disprove  the  existence  of  a 
congenital  lesion  at  the  pylorus.  If  the  condition  be  a 
congenital  stenosis,  wh}-  do  not  symptoms  develop  early  in 
the  same  way  in  which  we  find  the  vomiting  occurring  in 
cases  of  congenital  stenosis  of  the  duodenum  ?  The  passage 
of  motions,  and,  indeed,  the  frequency  of  diarrhoea,  proves, 
too,  that  the  stenosis  must  be  spasmodic  and  incomplete,  and 
in  the  last  place,  as  I  shall  point  out,  the  vomiting  often 
ceases  for  long  periods  and  may  or  may  not  recur. 

The  co-existence  of  other  congenital  malformations  is  rather 
conspicuous  by  its  absence.  One  of  my  cases  had  a  dilated 
pelvis  to  one  kidney.  In  33  cases  examined  in  our  post- 
mortem room,  a  dilated  pelvis  of  one  kidney  was  found  in  2 
cases  (one  of  Dr.  Still's  cases  and  one  of  mine).  Slight 
webbing  of  the  toes  was  present  in  1  case  and  a  cystic  kidney 
in  1  other  case.  The  co-existence  of  abnormalities  is  far 
too  infi'equent  to  justify  our  attaching  any  importance  to  it. 

Method  of  feeding  jirei'/ous  to  the  onset  of  vomiting. — In  3 
of  my  cases  the  child  was  at  the  breast  when  the  symptoms 
developed,  and  I  find  that  out  of  37  cases  at  Great  Ormond 
Street,  21  were  at  the  breast  (56"75  per  cent.).  This  would 
show  that  the  symptoms  cannot  be  ascribed  to  artificial  feed- 
ing or  merely  to  the  formation  of  masses  of  curds  which 
might  cause  a  mechanical  obstruction  at  the  pylorus,  as  the 
vomiting  has  occurred  when  only  barley-water  has  been 
given. 

Survival. — Of  my  7  cases,  2  recovered,  5  died;  but  our 
hospital  records  are  less  cheerful,  for  out  of  39  cases,  5  have 
recovered,  while  34  have  died  (a  mortality  of  87  per  cent.). 
In  my  fatal  cases,  1  died  at  6  weeks,  after  being  15  days  in 
hospital ;  two  died  at  3  months,  after  being  4  weeks  in 
hospital ;  1  died  at  4  months,  after  being  in  4  weeks,  and  one 
at  4  months,  after  being  in  8  weeks. 

I  mention  these  periods  that  it  may  be  seen  that  the  fatal 
cases  were  under  treatment  for  a  sufiSciently  long  time  to  test 
the  eflficacy  of  treatment. 

The  fact  that  these  cases  survive  for  so  long  throws  much 
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doubt  on  the  view  that  pyloric  obstruction  is  the  cause  of 
death.  The  vomiting  is  often  found  to  disappear  or  to 
diminish  markedly  towards  the  end  of  cases  which  terminate 
fatally,  while  in  cases  which  recover  vomiting  may  be 
frequent  and  long  continued,  and  the  progress  of  a  case,  either 
to  recovery  or  death,  can  not  be  gauged  by  the  vomiting  alone. 

The  vomited  material. — Occasionally  the  vomit  is  brown 
from  the  presence  of  altered  blood,  but  I  have  never  seen 
bright  blood  after  either  vomiting  or  lavage.  The  presence 
of  blood  in  the  vomit  is  a  bad  sign.  Although  curds  are  not 
often  vomited  we  may  find  them  in  the  stomach  washings, 
and  they  are  by  no  means  infrequent  in  the  stools — a  point  to 
remember  before  we  accept  an  entirely  mechanical  explana- 
tion of  the  causation  of  symptoms. 

The  time  at  which,  vomiting  occurred  was  generally  within 
five  minutes  of  the  ingestion  of  food.  The  vomiting  was  often 
accompanied  by  visible  peristalsis,  the  waves  moving  from 
left  to  right  in  all  my  cases.  Pain  sometimes  accompanied 
this  peristalsis  but  not  invariably. 

Nature  of  the  food. — Vomiting  did  not  appear  to  be  much 
influenced  by  the  nature  of  the  food.  When  all  milk  was 
stopped  and  albumen-water  substituted,  vomiting  still  con- 
tinued, and  I  am  inclined  to  think  that  the  vomiting  is  the  least 
dangerous  of  the  symptoms  of  the  condition. 

1  have  tried  various  modifications  of  milk  and  have  found 
none  so  useful  as  the  humanised  milk  to  which  barley-water 
and  cream  have  been  added.  Peptonised  milk  gives  a  smaller 
curd  in  the  stomach  than  humanised  milk,  but  the  children 
do  not  do  so  well  upon  it.  On  the  charts  of  my  cases  I 
have  noted  the  various  things  I  have  tried,  and  I  have  found 
nothing  better  than  diluted  humanised  milk.  Increase  in 
Aveight  and  the  character  and  frequency  of  the  stools,  and  not 
the  existence  or  non-existence  of  vomiting,  are  our  indications 
of  progress. 

The  condition  cf  the  j^l/torus. — In  four  of  my  cases  the 
pylorus  was  felt  at  some  time  during  life,  and  in  three,  all  of 
which  Avere  fatal,  it  Avas  not  felt.  It  Avas  in  some  cases  felt 
at  one  time  and  not  at  another,  and  in  one  case  Avhere  it  Avas 
found  markedly  hypertrophied  I  could  never  feel  it  during 
life.  From  the  Avay  in  Avhich  Ave  find  the  pylorus  tucked 
away  under  the  liA'er  or  behind  the  rest  of  the  stomach  in  the 
post-mortem  room  I  think  it  is  not  essential  that  the  pylorus 
should  be  felt  before  Ave  can  establish  the  diagnosis  of  hyper- 
trophic pyloric  stenosis. 
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Tlie  gast^'ic  contents  have  been  acid  in  all  the  cases  I  have 
tested  with  litmus  paper.  In  one  case  the  fluid  drawn  from 
the  stomach  was  examined  by  Dr.  Graham  Forbes,  our 
Clinical  Pathologist,  who  found  HCl,  pepsin,  jjeptones, 
albumoses.  The  fluid  did  not  digest  egg-albumen  readily. 
Investigations  are  now  being  made  on  the  gastric  contents 
in  cases  at  Great  Ormond  Street.  'J'he  existence  of  pyloric 
spasm  in  adults  in  cases  of  excessive  secretion  of  HCl  has 
suggested  that  the  pyloric  obstruction  may  be  due  to  a  spasm 
of  the  sphincter  caused  by  an  excess  of  HCl  in  the  stomach, 
but  treatment  with  alkalies  (possibly  in  too  small  doses)  has 
not  been  successful.  I  have  been  in  the  habit  of  administer- 
ing alkalies,  but  in  one  case  in  "which  I  observed  the  rela- 
tion of  the  vomiting  Avith  the  administi-ation  of  an  alkaline 
mixture  I  did  not  find  that  the  vomiting  was  influenced 
by  it. 

I  am  not  convinced  that  an  excess  of  HCl  in  the  gastric 
secretion  will  explain  the  condition,  but  I  think  that  we  shall 
find  in  some  perversion  of  the  gastric  secretion  the  cause  of 
the  pyloric  condition.  The  perverted  gastric  secretion  I 
believe  to  be  iu dependent  of  the  food  supplied,  and  I  believe 
it  causes  a  reflex  spasm  of  the  pylorus,  that  this  is  followed 
by  hyperti'ophy  of  the  circular  fibres,  but  that  this  mechanical 
condition  is  not  the  only  factor  is  seen  by  the  malassimilation 
of  food  which  occurs  in  these  cases  and  which  leads  to  a 
condition  of  marasmus.  The  important  part  of  the  disease  I 
believe  to  be  this  malassimilation  of  food  and  not  the  preven- 
tion of  its  passage  into  the  bowel.  If  the  pyloric  stenosis 
were  the  cause  of  the  wasting  and  of  the  vomiting  we  ought 
to  see  improvement  follow  the  cessation  of  vomiting,  but  this 
is  ceitainly  not  always  the  case.  The  manner  in  which  these 
cases  so  often  terminate,  either  by  diarrhoea,  by  pyrexia,  or 
with  an  acute  attack  of  vomiting  and  diarrhoea,  or  with  sub- 
normal temperature  and  collapse,  bears  a  close  resemblance 
to  cases  in  which  marasmus  follows  on  acute  gastro-enteritis. 

37/e  condition  of  the  boiceh'. — In  6  out  of  7  of  my  cases 
consti^Dation  was  present  before  admission,  but  3  developed 
severe  diarrhoea  though  1  of  these  recovered.  I  have  already 
pointed  out  that  the  occurrence  of  diarrhoea  shows  that  there 
cannot  be  obstruction  sufficient  to  prevent  the  passage  of  a 
considerable  amount  of  food  into  the  bowel. 

Weight  of  cJiild. — This  is  most  important  from  the  point  of 
view  of  prognosis — the  heavier  the  child  the  better  the 
prognosis. 
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In  35  cases  at  Great  Ormond  Street  the  weights  were  : 
Between  4  and  5  lb.     .         2  cases. 


8     ,,         .         1  recovery. 
14     „         .         1       „ 
6     ,,         .         2  recoveries. 
4     ,,         .         1  recovery. 
1  case, 
ered  the  weights  were  :  5^  lb.,  6f 


)}         ^     jj     o  , 

„        7    „    8  ,, 

>j        ^    ij    '^  y> 
Over  9  „ 

Of  the  cases  that  recovi 
lb.,  7J-  lb.,  8  lb.,  9  lb. 

Treatvient. — Taking  the  view  that  I  do,  of  the  nature  of 
the  disease,  I  do  not  see  that  surgical  interference  in  the  way 
of  stretching  the  pylorus  or  establishing  another  communica- 
tion between  the  stomach  and  bowel,  is  either  necessary  or 
advisable. 

Our  experience  at  Great  Ormond  Street  has  not  been 
great — 5  cases  have  been  operated  on  but  without  a  recovery. 

Lavage  of  the  stomach,  by  removing  secretions  which 
cause  reflex  spasm  of  the  pylorus,  as  well  as  by  removing  a 
certain  amount  of  curd,  has  done  good  in  my  cases. 

I  am  in  the  habit  of  having  the  stomach  washed  out  once 
daily,  and  then,  if  the  case  is  proo-ressing,  having  the  lavage 
on  alternate  days  and  so  gradually  discontinuing  it.  Apart 
from  the  question  of  food,  medical  treatment  has  not  appeared 
to  me  to  influence  the  progress  of  the  cases.  I  have  been  in 
the  habit  of  ordering  an  alkaline  carminative  mixture,  with 
one  minim  of  glycerine  of  carbolic  acid. 

Opium  has  not  appeared  to  me  of  use  except  in  the  treat- 
ment of  intercurrent  diarrhoea,  nor  have  bromides  done  good. 
The  diet  I  belie%'«  to  be  the  most  important  item  in  treatment. 
Both  my  cases  which  recovered  were  fed  on  modified  cow's 
milk,  which  gave  better  results  than  peptonised  milk. 

It  must  be  admitted  that  the  treatment  of  these  cases  is 
very  unsatisfactory. 
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XXIV. — The  Sui'(/ical  Treatment  of  Congenital  Pf/loric 
Stenosis.  By  F.  F.  Burghaed,  M.S.(Lond.),F.R.C.S. 
Read  March  8,  1907. 

VyHEN  the  subject  of  congenital  stenosis  of  the  pylorus  was 
'  '  last  under  discussion  in  London,  namely  on  December  9, 
1902,  operation  Avas  generally  considered  essential  in  nearly 
all  cases,  and  there  was  a  general  consensus  of  opinion  that 
this  should  be  done"  quite  early.  Since  then  a  considerable 
change  has  occured.  The  experience  of  several  observers 
has  shown  that  cases  of  undoubted  stenosis  of  the  pylorus 
can  be,  and  have  been  cured,  by  medical  measures  alone. 
These  observations  have  now  become  so  numerous  that  the 
position  of  surgical  interference  in  this  affection  is  by  no 
means  as  assured  as  it  appeared  to  be  five  years  ago.  The 
matter,  however,  is  still  full  of  uncertainty  and  confusion. 
Thus  at  the  last  debate  on  the  subject  held  in  the  section  of 
Pediatrics  at  the  Toronto  Meeting-  of  the  British  Medical 
Association  in  August,  1906,  one  speaker  stated  that  the  con- 
dition was  almost  always  fatal  unless  treated  by  operation, 
and  that  the  aid  of  the  surgeon  should  be  invoked  almost 
invariably;  while  another  expressed  profound  disagreement 
with  this  view,  stating-  that  he  had  seen  8  well-mai-ked  cases 
during-  the  last  ten  years,  all  of  which  had  got  well  under 
medical  treatment  alone. 

It  cannot  be  denied  that  the  position  reached  in  the  debate 
just  referred  to  is  unsatisfactoiy,  and  it  is  to  be  hoped  that  the 
discussion  this  evening  will  help  to  reconcile  these  diametric- 
ally opposed  opinions,  and  to  clear  up  the  most  important 
question  now  remaining  in  connection  with  this  affection, 
namely,  what  cases,  if  any,  of  congenital  stenosis  of  the 
pylorus  should  be  operated  upon,  and  at  what  period  of  the 
disease  is  operation  required.  Personally  I  have  no  doubt 
that  many  of  these  cases  can  be  cured  without  recourse  to 
surgery,  and  I  cannot  help  thinking  that  the  number  will 
increase  as  knowledge  of  the  disease  extends  and  the 
practitioner  recognises  it  and  employs  appropriate  treatment 
as  soon  as  it  arises.  Treatment  by  operation  must  always 
remain  dangerous  however  much  its  details  may  be  improved, 
owing  to  the  tender  age  of  the  patient  operated  upon.  There- 
fore there  must  be  a  tendency  to  resort  to  medical  treatment 
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to  the  exclusion  of  surgery,  and  therefore  the  operation  results 
are  likely  to  be  less  good  in  the  future  than  they  have  been 
in  tlie  past.  It  is  not  unreasonable  to  suppose  that  the  cases 
coming  under  the  care  of  the  surgeon  in  the  immediate  future 
will  be  chiefly  those  that  are  too  bad  when  they  first  come 
under  notice  to  allow  medical  treatment  to  have  any  chance 
or  those  that  have  gone  downhill  in  spite  of  medical  treatment, 

I  propose  to  confine  the  few  remarks  I  shall  make  to-night 
to  a  consideration  of  the  16  cases  that  1  have  operated  upon. 
These  have  all  been  subjected  to  dilatation  of  the  pylorus,  the 
various  steps  of  which  I  propose  to  describe.  It  is  perhaps 
as  well  to  do  this,  as  similar  communications  have  been  made 
by  Mr.  Clinton  Dent  upon  the  subject  of  pyloroplasty  for  this 
condition,  and  by  Mr.  Harold  J,  Stiles  upon  gastro-jejuno- 
stomy. 

The  only  contribution  I  can  make  to  the  discussion  of  the 
question  whether  medical  or  surgical  treatment  is  the  more 
suitable  for  these  cases  is  the  statement  that,  taking  all  my 
cases  together,  the  direct  operative  mortality  is  5  in  16, 
or  3r25  per  cent.  The  causes  of  death  were  shock  in  2 
cases,  perforation  of  the  duodenum  in  1,  some  enteritis  in 
another,  and  no  ascertainable  cause  in  the  remaining  case. 
This  is  the  direct  operation  mortality,  but  if  it  be  considered 
necessary  to  include  in  the  mortality  of  cases  treated  surgi- 
cally those  that  die  within  three  months  of  the  operation, 
another  case  must  be  added,  viz.  that  of  a  child  that  died 
nearly  three  months  after  operation  in  convulsions.  This 
gives  a  total  death-rate  of  6  in  16  cases,  or  37*5  per  cent. 

It  is  to  be  hoped  that  physicians  here  to-night  who 
have  had  these  cases  under  their  care  will  tell  us  not  only  how 
they  have  treated  them,  and  how  many  have  recovered  by 
medical  measures  alone,  but  also  how  many  have  died  while 
under  medical  treatment,  so  that  we  may  be  able  to  form  an 
estimate  of  the  mortality  of  the  condition  when  the  surgeon 
has  no  part  in  it.  In  connection  with  the  morbid  anatomy  of 
the  affection  it  may  be  Avell  to  call  attention  to  the  fact  that 
there  was  never  any  real  occlusion  of  the  pylorus  in  any  of 
my  cases.  A  No.  8-10  catheter  could  be  passed  through 
every  one  of  them  with  ease.  The  statement  often  met  with 
in  reports  of  cases,  that  the  pylorus  would  barely  admit  a 
probe,  can  only,  therefore,  be  accounted  for  by  post-mortem 
rigidity.  It  Avas  also  always  noticed  that  the  consistency  of 
the  tumour  varied  considerably,  the  pyloric  ring  alternately 
contracting  and  relaxing. 
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Preliminary  treatment. — AVhenever  possible  special  pre- 
limarv  treatment  is  employed  for  at  least  two  days  before  the 
operation.  The  child  is  fed  by  nutrient  enemata,  and  a 
saline  infusion  of  4-6  oz.  is  given  daily  beneath  the  skin  of 
the  abdomen,  thorax  or  back.  The  thighs  and  axilla?  are 
left  available  for  a  similar  purpose  after  the  operation. 

Immediately  before  the  operation  the  extremities  are 
wrapped  in  cotton-wool,  and  gamgee  tissue  envelopes  the 
thorax.  'I"he  child  is  laid  upon  an  india-rubber  hot-water 
bottle,  and  a  mackintosh  and  a  warm  folded  blanket  are 
interposed  between,  otherwise  the  child  may  be  scalded,  as 
the  covei-iug  of  the  bottle  becomes  saturated  with  lotion 
during  the  operation.  The  two  chief  essentials  for  success 
are  a  high  temperature  in  the  operating  room,  which  should 
never  be  less  than  70°  F.,  and  rapidity  in  operating.  The 
whole  thing  from  start  to  finish  should  not  occupy  more  than 
twenty-live  minutes,  and,  in  order  to  economise  time,  every- 
thing should  be  laid  out  ready  to  hand,  and  the  Avashing  out 
of  the  stomach,  which  is  an  essential  point,  should  be  done 
just  before  the  anaesthetic  is  administered,  and  not  after.  The 
children  do  not  object  to  it  in  the  IcHst,  and  will  suck  con- 
tentedly at  the  tube  all  through  the  procedure,  which  may 
sometimes  be  a  very  tedious  one.  I  also  purify  the  skin,  and 
arrange  the  towels  around  the  seat  of  operation  before  the 
auEesthetic  is  commenced.  The  surgeon  and  the  assistant  then 
stand  ready  to  commence  directly  the  anresthesia  is  sufficiently 
advanced. 

The  purification  of  the  skin  is  effected  by  thorough  wash- 
ing with  ether  soap  and  hot  water,  after  which  a  sterilised 
pad,  wet  with  a  solution  of  1  in  500  biniodide  and  spirit,  is 
laid  over  the  actual  site  of  incision.  A  sterilised  towel  is 
laid  over  the  abdomen,  and  a  slit  3  in.  long  is  cut  in  its 
centre.  The  ana?sthetic  is  then  begun,  and  as  soon  as  the 
child  is  sufficiently  under,  an  incision  is  made  in  the  middle 
line  downwards  from  the  ensiform  cartihige  for  nearly  2 
inches.  This  incision  is  ample,  and  only  exposes  the  liver 
down  to  its  free  margin ;  this  is  important,  as  by  observing 
it  one  may  prevent  protrusion  of  the  intestines.  The  skin  is 
always  extremely  thin,  and  care  is  required  in  the  first 
incision,  as  it  is  easy  to  wound  the  liver  with  the  first  stroke 
of  a  sharp  knife. 

After  the  peritoneal  cavity  has  been  opened,  the  finger  is 
hooked  round  the  free  margin  of  the  liver,  Avhich  is  pidled 
up,  and  thus  allows  the  distended  and  hypertrophied  stomach 
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to  present  in  the  wound.  It  is  caught  with  forceps,  and  alono^ 
with  the  pylorus  is  pulled  well  out  of  the  wound,  and  a  small 
cloth  is  packed  around  it  so  as  to  keep  back  the  rest  of  the 
intestines  and  allow  the  operation  to  be  done  outside  the 
abdomen.  A  horizontal  incision  about  half  an  inch  in  length 
IS  now  made  through  the  stomach  wall  with  stout  scissors; 
this  should  be  situated  quite  1  inch  from  the  pylorus  and 
mid-way  between  the  two  curvatures.  The  edges  of  this 
incision  are  seized  in  two  pairs  of  catch  forceps,  and  held  up 
by  the  assistant.  The  gas  at  once  escapes  from  the  stomach, 
Avhicli  collapses  and  thereby  facilitates  the  rest  of  the  opera- 
tion. No  fluid  is  likely  to  escape  from  the  stomach  if  this 
has  been  washed  out  thoroughly  before  the  operation  is 
commenced.  Any  small  amount  of  fluid  remaining  may  be 
prevented  from  escaping  by  pulling  the  lips  of  the  incision 
well  upwards. 

The  enlarged  p3'lorus  is  now  grasped  with  the  fingers  of  the 
left  hand,  and  a  four-bladed  screw  dilator  is  passed  through 
It  from  the  incision  in  the  stoinach.  Owing  to  the  attach- 
ments of  the  duodenum,  the  dilator  must  be  kept  quite 
vertical  throughout  the  operation,  or  else  there  is  risk  of 
perforating  the  anterior  wall  of  the  duodenum,  an  accident 
that  happened  to  me  on  one  occasiou.  The  dilator  is  screwed 
up  very  slowly,  until  either  apre-determined  amount  of  dilata- 
tion is  arrived  at  (namely,  enough  to  admit  the  little  finger), 
or  until  the  peritoneum  on  the  anterior  surface  of  the  pylorus 
shows  a  tendency  to  crack.  At  least  ten  minutes  should  be 
occupied  in  doing  this.  When  dilatation  appears  to  be 
sufficient  the  dilator  is  withdrawn,  and  the  little  finger  is 
insinuated  through  the  pyloi-us.  After  this  a  No.  10  red 
rubber  catheter  is  passed  down  the  duodenum,  and  6  oz.  of 
peptonised  milk  with  a  drachm  of  brandy  at  the  body  tempera- 
ture are  administered  through  it,  the  pylorus  meanwhile 
being  compressed  around  the  catheter  to  prevent  regurgita- 
tion. This  pressure  is  maintained  as  the  catheter  is  with- 
drawn^ and  the  wound  in  the  stomach  is  then  rapidly  closed, 
first  with  a  continuous  suture  of  stout  catgut,  taking  up  all 
the  coats  of  the  organ,  and  subsequently  with  fine  continuous 
Lembert  suture,  also  of  catgut.  The  parts  are  finally  douched 
with  hot  saline  solution,  and  the  stomach  and  omentum 
dropped  back  into  the  abdomen,  and  the  liver  allowed  to  fall 
into  jDlace.  This  at  once  acts  as  a  shutter,  keeping  every- 
thing in  place,  and  allows  the  abdomen  to  be  closed  in  two 
layers,  the  deep  suture  of  catgut  taking  up  the  peritoneum 
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and  the  linea  alba,  whilst  the  superficial  one  of  fine  silk 
takes  the  skin  only.  The  child  is  then  given  4-  minim  of  liq. 
strych.  hypodennically,  and  a  subcutaneous  saline  infusion  of 
G  oz.  into  the  axilla. 

For  the  first  twelve  hours  the  child  is  fed  per  rectuvi,  and 
one  or  two  saline  infusions  are  given.  Strychnine  may  also 
be  employed  should  it  be  required.  After  this^  drachm  doses 
of  peptonised  milk,  each  containing  a  few  drops  of  brand}^, 
are  given  by  the  mouth  every  hour,  and  the  dose  is  steadily 
increased  as  the  child  improves. 

Difficulties  and  clangers. — The  prevention  of  the  first  great 
danger,  namely  shock,  has  already  been  dealt  with.  If  the 
operation  be  done  as  recommended  above  there  is  little  to  fear 
from  shock,  except  in  very  emaciated  children.  I  have  lost 
two  cases  from  this  cause,  but  in  both  it  was  quite  open  to 
question  whether  it  Avas  justifiable  to  operate  at  all,  so 
desperate  was  their  condition.  Although  shock  was  marked 
in  about  half  of  the  remaining  cases,  it  could  hardly  be  called 
desperate,  and  in  the  rest  there  was  only  a  moderate  amount. 
One  of  the  most  remarkable  points  about  this  operation  is 
the  ease  with  which  these  tiny  babies  stand  it. 

The  chief  danger  of  the  operation  is  undoubtedly  splitting 
the  pylorus.  This  I  have  done  twice,  but  it  is  not  nearly  so 
serious  an  accident  as  might  be  thought.  In  the  first  case, 
which  was  also  the  first  of  my  sixteen  cases,  it  was  due  to  the 
incision  of  the  stomach  being  made  too  close  to  the  enlarged 
pylorus.  As  the  dilatation  proceeded  the  stomach  incision 
split  right  through  the  anterior  surface  of  the  pylorus.  It 
was,  of  course,  recognised  at  once  and  sewn  up,  and  the  child 
made  an  uninterrupted  recovery.  I  shall  have  to  refer  to 
this  case  in  another  connection  later.  In  the  second  case  the 
rupture  occurred  through  half  the  length  of  the  pylorus  on 
its  posterior  aspect,  and  was  not  recognised  at  the  moment  it 
occurred.  The  child  Avas  fed  into  the  duodenum  in  the  usual 
way,  and  it  was  only  when  the  abdomen  was  being  sewn  up 
that  milk  Avas  noticed  extra vasating  into  the  lesser  sac  of  the 
peritoneum.  The  gastro-hepatic  omentum  was  at  once  torn 
through,  the  rent  in  the  pylorus  sutured,  and  the  milk  washed 
out  of  the  lesser  sac.  Unfortunately  this  child  died  on  the 
sixth  day  quite  suddenly,  after  having  made  uninterrupted 
progress  Avithout  A'omiting  or  bad  shock,  and  j^os-^  onortem  no 
cause  could  be  found  for  death.  The  incisions  had  healed 
perfectly  (indeed,  there  Avas  no  visible  trace  of  them),  and 
there  Avas  no  sign  of  peritonitis. 
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The  only  other  accident  that  has  happened  during  the 
opei'ation  is  perforation  of  the  duodenum  by  one  of  the  blades 
of  the  dilator.  This,  I  regret  to  say,  was  due  to  the  fact  that 
the  operation  had  to  be  hurried,  as  the  child  had  a  piece  of  the 
catheter,  vised  for  lavage,  lodged  in  its  stomach,  and  this  had 
to  be  found  and  removed  before  proceeding  with  the  dilata- 
tion. No  doubt  the  dilator  was  not  held  quite  vertical,  and, 
unfortunately,  the  lesion  was  not  noticed  and  sutured  at  the 
time,  otherwise  the  child  would  have  probably  recovered,  as 
it  did  very  well  until  it  was  fed  by  the  mouth  for  the  first 
time,  when  it  suddenly  collapsed  and  died. 

The  last,  and  in  some  respects  the  greatest,  difficulty  con- 
nected with  the  operation  is  prolapse  of  the  intestines  or 
omentum.  Those  who  have  experience  of  abdominal  operations 
in  children  know  how  this  delays  closure  of  the  wound,  and 
in  these  young  and  delicate  children  it  may  be  enough  to  turn 
the  scale  against  them.  I  find,  however,  that  by  keeping  the 
incision  high  enough,  and  using  the  liver  as  a  shield,  the 
difficulty  is  got  over. 

The  only  remaining  point  that  I  wish  to  raise  is  the  ques- 
tion of  which  operation  is  the  most  suitable  for  these  cases. 
Extended  experience  leads  me  to  think  that  the  choice  should  lie 
between  the  operation  I  have  just  described  and  pyloroplasty. 
It  is  true  that  gastro-jejunostomy  has  given  fairly  good  results 
in  the  skilful  hands  of  Mr.  H.  J.  Stiles  and  others,  but  I 
cannot  help  thinking  that  until  it  can  be  shown  that  the  two 
first-mentioned  operations  are  definitely  more  fatal  and  less 
effectual  than  gastro-jejunostomy,  the  latter  should  not  be 
considered.  Apart  from  the  fact  that  we  are  still  in  the  dark 
as  to  the  physiological  effect  of  gastro-jejunostomy  upon  the 
alimentary  economy,  it  must,  I  think,  be  admitted  that  in 
ordinary  hands  it  will  be  a  slower,  more  difficult,  and  more 
dangerous  operation  than  either  dilatation  or  pyloroplasty. 
Of  course,  this  applies  to  the  posterior  operation.  The 
anterior  form  is  quite  inadmissible  ;  irrespective  of  the  greater 
risk  of  a  vicious  circle,  it  leaves  an  anatomical  condition  of 
affairs  that  no  one  would  wish  a  child  to  carry  about  with  it 
for  the  rest  of  its  life. 

With  regard  to  the  choice  between  dilatation  and  pyloro- 
plasty, perhaps  one  may  say  in  these  cases,  as  in  so  many 
others,  that  the  best  operation  is  that  which  the  operator  has 
become  most  proficient  in.  My  reason  for  rejectiug  pyloro- 
plasty was  furnished  me  in  my  first  case,  to  which  I  have 
already  referred,  in  which  the  pylorus  was  split  right  through 
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whilst  dilatation  was  proceeding.  It  was  a  matter  of  the 
most  extreme  difficulty  to  suture  the  split  pylorus  at  all ;  the 
most  I  could  do  was  to  insert  a  single  imperfect  layer  of 
sutures^  which  I  could  hardly  think  would  hold  water  at  all. 
I  felt  sure  that  the  child  would  die,  but  as  a  matter  of  fact 
it  made  a  perfect  recovery.  One  of  my  colleagues  who 
performed  pj'loroplasty  in  a  similar  case  a  short  time  after 
had  a  similar  experience.  The  thickness  of  the  pylorus  in 
all  cases  upon  which  I  have  had  to  operate  has  made  me  very 
doubtful  of  my  ability  to  perform  a  successful  pyloroplasty, 
and,  as  I  can  hardly  hope  to  obtain  better  results  from  it 
than  from  the  method  I  use,  I  have  so  far  never  attempted 
it.  Mr.  Clinton  Dent,  however,  who  has  used  this  method 
largely,  speaks  highly  of  it,  and  has  had  excellent  results. 

Lastly,  recurrence  of  symptoms  has  been  urged  as  a 
reason  for  rejecting  dilatation.  A  lyriori  one  might  expect 
this,  and  we  know  that  such  cases  have  happened.  In  none 
of  the  cases  upon  which  I  have  operated  has  there  been  any 
recurrence. 

Full  tables  of  the  cases  referred  to  in  this  paper  are 
appended : 

Sixteen    Cases    op    Coxgexital    Stexosis    op    the    Pylorus 
Treated  by  Dilatation. 

Case  1. — Edward  J.,  a3t.  7  weeks,  admitted  to  King's  College 
Hospital  September  22,  1902,  under  Dr.  Still.  Began  vomiting 
at  3  days  of  age,  while  breast-fed.  Marked  peristalsis  ;  pylorus 
felt ;  weight  at  birth  9  lb.,  on  admission  6  lb.  4  oz.  Operation 
September  28,  1902.  Pylorus  very  large ;  longitudinal 
incision  into  stomach  ;  pylorus  dilated  up  to  No.  10  Hegar. 
This  led  to  a  splitting  of  the  pylorus,  as  the  stomach  incision 
was  made  too  close  to  this  structure.  The  greatest  difficulty 
in  sewing  up  the  split  pylorus,  owing  to  its  thickness.  Opera- 
tion lasted  twenty-five  minutes.  Child  did  perfectly  well, 
and  on  January  25,  1904,  weighed  2  st. 

Case  2. — Stanley  P.,  a3t.  5  weeks.  Admitted  to  King's 
College  Hospital  December  4,  1902,  under  Dr.  Still.  Vomit- 
ing from  birth ;  operation  December  7  ;  weight  6  lb.  8  oz. 
Operation  similar  to  above,  except  that  the  incision  in  tho 
stomach  was  further  away  from  the  pylorus,  and  so  the  latter 
was  not  split.  Dilated  up  to  Xo.  17  Hegar.  Child  did 
perfectly   well,    in    spite    of  varicella,  and  went  out  March 
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10,  1903,  weighing  81b.  9  oz.      On  June  22,   1903,  weighed 
181b. 

Case  3. — Harold  C,  tet.  8  weeks.  Admitted  to  King's 
College  Hospital  under  Dr.  Still,  March  1 1,  1903.  Vomiting 
from  second  day.  Weight  at  3  weeks  10  ib.  8  oz.,  at  8  weeks 
61b.  13  oz.;  marked  peristalsis;  pylorus  felt.  Operation 
March  12.  Stomach  much  dilated  ;  vertical  incision  into 
stomach  wall;  pylorus  dilated  up  with  a  special  four-bladed 
dilator  till  index  finger  passed  easily  through.  Fed  into 
duodenum  before  suturing  stomach  incision.  Did  well  and 
went  home  in  June  weighing  11  lb.  2  oz. 

Case 4. — John  S.,  ast.  10  weeks.  Admitted  to  King's  College 
Hospital  under  Dr.  Still,  May  15,  1903.  Vomiting  from  4 
weeks;  visible  peristalsis;  pylorus  felt;  weight  61b.  12 oz. 
Operation  May  25,  1903.  As  in  preceding  case  with  special 
dilator ;  dilated  until  peritoneum  began  to  crack.  Child 
very  collapsed  at  tirst,  but  rallied  well,  and  went  home  June 
19  weighing  7  lb.  12  oz.  Weight  on  February  6,  1904,  was 
171b. 

Case  5. — John  J.,  tet.  8  months.  Admitted  to  the  Children's 
Hospital,  Paddington  Green,  under  Dr.  Guthrie.  Opera- 
tion July  20,  1903;  weight  111b;  pylorus  overstretched 
as  above,  and  child  fed  into  duodenum.  Recovered  without 
a  bad  svmptom,  and  went  out  on  August  11,  weighing  11  lb. 
11  oz.  " 

Case  6. — Leonard  H.,  £et.  3  months.  Admitted  to  King's 
College  Hospital  under  Dr.  Still,  June  24,  1903.  Vomiting 
since  birth  ;  peristalsis  ;  pylorus  felt ;  weight  6  lb.  Operation 
September  30,  1903,  as  in  last  case ;  some  collapse,  but 
recovered  well  and  went  out  January  6,  1904,  weighing  9  lb. 
14  oz.     On  June  18,  1904,  weighed  19  lb. 

Case  7. — Master  H.,  ast.  7  weeks.  Seen  with  Dr.  Still  on 
October  20,  1904.  Vomiting  since  birth;  visible  peristalsis; 
pylorus  felt.  Operation  October  20,  1904,  as  in  last  case  ; 
child  rallied  well  from  the  operation  and  gained  weight,  but 
eventually  died  in  a  convulsion  early  in  January,  1905. 

Case  8. — Master   B.,  a?t.  7  weeks.     Seen  with  Dr.  Still. 
Vomiting  from  fourth  Aveek  ;  peristalsis  marked  and  pylorus 
VOL.    XL.  9 
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felt.  Operation  September  17,  1904,  as  in  last  case;  pylorus 
very  thick  indeed ;  recovery  qnite  uneventful ;  is  a  very 
healthy  child  now. 

Case  9. — Elizabeth  A.,  fet.  8  weeks.  Admitted  to  the 
Children's  Hospital,  Paddington  Grreen,  under  Dr.  A. 
Morrison,  September  28,  1904.  Vomiting  since  birth  ;  peri- 
stalsis visible  and  pylorus  felt.  The  child  was  miserably  ill 
and  emaciated,  and  much  doubt  was  felt  as  to  the  propriety 
of  operating,  but  the  loss  of  weight  Avas  progressive  and  it 
was  decided  to  try.  Operation  October  12,  1904,  as  above; 
weight  5  lb.  14  oz.  The  operation  was  done  with  great 
rapidity,  and  a  large  feed  was  giv^en  by  the  duodenum,  and 
the  abdominal  cavity  filled  up  with  saline  solution  to  neutralise 
shock.  In  spite  of  this  the  child  never  really  rallied  from  the 
operation,  and  died  next  morning.  The  'post-viortem  showed 
the  pylorus  intact ;  there  was  no  damage  to  the  mucous 
membrane  beyond  a  very  slight  ecchymosis.  Death  was  due 
to  pure  shock  in  an  exceedingly  feeble  subject. 

Case  10. — Edward  M.,  jet.  7  weeks.  Admitted  to  King's 
College  Hospital  December  30,  1904,  under  Dr.  Still.  Marked 
peristalsis  ;  pylorus  felt  ;  weight  6  lb.  4  oz.  Operation 
January  5,  1905  ;  Aveight  G  lb.  Operation  as  above,  done 
very  rapidly  on  account  of  the  child's  serious  condition  ;  the 
entire  thing  lasted  25  minutes.  Child  rallied  well  from  the 
shock,  but  died  sviddenly  27  hours  after  operation — on  being 
fed  for  the  first  time  by  mouth.  Post  martem,  there  was  a 
clean  rent  in  the  first  part  of  the  duodenum.  In  this  case  the 
operation  was  hurried  on  and  its  performance  hurried  through 
on  account  of  the  detachment  of  the  end  of  the  catheter  used 
for  gastric  lavage ;  by  some  mischance  the  end  got  broken  or 
bitten  off,  and  remained  in  the  stomach.  This  had  to  be 
extracted,  and,  as  part  of  the  operation  was  occupied  in  doing 
this,  the  dilatation  was  done  a  little  more  rapidly  than  usual. 
It  was  not  a  split  of  the  pylorus,  but  the  end  of  the  dilator 
had  gone  through  the  duodenum. 

Case  11. — Master  M.,  tet.  5  weeks.  Operation  July  14, 
1906  ;  seen  with  Dr.  Still.  Weight  at  birth  6  lb.  1  oz.,  at  time 
of  operation  4  lb.  11  oz. ;  very  bad  case,  vomiting  from  birth; 
had  not  been  having  any  appropriate  treatment ;  usual  opera- 
tion ;  for  1 2  hours  after  the  operation  slept  comfortably,  with 
pulse  of  90  :  three  hours  later  got  restless  and  pulse  quickened. 
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In  spite  of  saline  infusion  and  rectal  injection  he  got  worse, 
had  convulsions,  vomited  dark-coloured  fluid,  and  died  18 
hours  after  operation.  He  had  had  several  convulsions  before 
operation. 

Caspj  12. — Male,  net.  6  months.  Vomiting  began  a  fort- 
night after  birth  and  persisted  in  spite  of  breast  feeding ; 
weight  on  admission  8  lb.  Admitted  to  Paddington  Green 
Children's  Hospital  April  20,  1906,  and  treated  by  dieting- 
and  Avashing  out  stomach;  usual  operation,  July  28,  1906, 
with  dilator.  Half  the  length  of  the  pylorus  was  ruptured 
at  its  duodenal  end  and  on  its  posterior  aspect.  The  child 
was  fed  into  the  duodenum,  and  when  sewing  up  the  abdo- 
men, milk  was  noticed  in  the  lesser  peritoneal  sac  ;  this  was 
torn  through,  the  rent  in  the  duodenal  end  of  the  pylorus 
closed,  and  the  milk  washed  out ;  abdomen  closed  in  the  usual 
way.  A  good  deal  of  shock  for  first  few  hours,  but  the  child 
rallied  well  after  saline  infusion.  Fed  j^er  rectum  for  12  hours, 
then  by  mouth;  practically  no  vomiting;  did  perfectly  well 
until  August  3  (sixth  day),  when  it  refused  food,  and  died 
suddenly.  Post  mortem. — All  wounds  soundly  healed ;  no 
peritonitis  ;  no  apparent  cause  of  death  (Dr.  Emery). 

Case  13. — Master  H.,  tet.  5  weeks.  Seen  with  Dr.  Archi- 
bald Garrod  and  Dr.  Kendal,  of  Chiddingfold,  September  13, 
1906.  Vomiting  began  at  three  weeks,  when  the  child  was 
at  once  weaned.  Peristalsis  had  only  been  noticed  a  few 
days  before  the  child  was  seen.  Weight  6  lb.  2  oz. ;  has  lost 
14  oz.  in  the  last  fortnight.  Stomach  washed  out  twice 
daily  for  the  last  week,  and  the  vomiting  much  improved,  but 
loss  of  weight  was  progressive ;  marked  peristalsis,  and  the 
pylorus  is  distinctly  palpable.  Seeing  the  child  was  in  good 
condition  it  was  decided  to  try  careful  dieting  and  washing 
out.  On  October  28  the  child  had  wasted  very  considerably, 
and  had  lost  1  lb.  since  he  Avas  last  seen.  He  looked  pinched 
and  miserable,  and  it  was  therefore  decided  to  operate  at 
once.  Dilatation  was  performed,  the  pylorus  being  stretched 
with  the  screw  dilator  until  it  would  admit  the  little  finger. 
The  operation  lasted  twenty-five  minutes.  The  child  went 
back  to  bed  in  very  good  condition,  and  recovered  well  from 
the  shock.  The  next  day  he  had  had  a  good  night  with 
practically  no  vomiting,  and  Avas  taking  rectal  feeds  Avell. 
The  folloAving  day,  October  29,  there  was  considerable 
intestinal  irritation,  the  bowels  acting  four  times,  the  motions 
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being  loose  but  not  offensive ;  the  child  appeared  to  be  very 
well.  At  8  o'clock,  however,  there  was  an  attack  of  violent 
intestinal  colic,  accompanied  by  two  loose  motions.  From 
this  he  rallied,  but  had  another  attack  a  few  hours  later  in 
Avhich  he  died.  Post  mortem. — The  union  in  the  wound  and 
the  stomach  was  perfect ;  there  was  no  peritonitis,  and  the 
condition  of  affairs  in  the  abdomen  was  perfectly  satisfactory. 
No  cause  of  death  was  found. 

Case  14. — Master  F.,  a3t.  6  weeks.  Seen  with  Dr.  Still, 
December  2,  1906.  Vomiting  began  on  thirteenth  day  and 
had  lasted  ever  since.  For  the  last  ten  days  he  has  had  his 
stomach  washed  out.  Weight  5  lb.  2  oz.  ;  he  has  lost  15  oz. 
in  the  last  week ;  visible  peristalsis  and  much  eulai'ged 
pylorus.  Immediate  operation  was  decided  upon  and  done 
in  the  ordinary  manner,  except  that  Hegar's  dilators  w^ere 
used  instead  of  the  screw  instrument.  Operation  lasted 
twenty-five  minutes ;  there  was  practically  no  shock  after  it. 
The  child  was  fed  by  mouth  at  the  end  of  twenty-four  hours; 
he  took  food  well,  gained  10  oz.  in  the  first  week ;  from  that 
time  he  has  made  steady  progress. 

Case  15. — John  J.,  a^t.  7  weeks.  December  8,  1906. 
Vomiting  from  4  days  of  age  ;  very  persistent.  Weight  5  lb  ; 
has  lost  18  oz.  in  the  last  week  ;  has  been  treated  for  the  last 
ten  days  by  washing  out ;  visible  peristalsis ;  pylorus  easily 
felt ;  looks  very  pinched  and  emaciated.  Early  operation 
was  decided  on  in  view  of  the  desperate  condition  of  the 
child.  Operation  was  done  on  December  11,  the  intervening 
period  having  been  occupied  in  administering  rectal  feed- 
ing and  saline  infusions ;  pylorus  very  large  and  hard ; 
screw  dilator  employed  until  pylorus  would  admit  the  little 
finger ;  operation  lasted  thirty  minutes.  Child  considerably 
collapsed  after  operation,  but  recovered  well  in  the  course  of 
the  next  eight  hours ;  vomited  once,  bringing  up  a  small 
quantity  of  blood,  but  not  afterwards ;  was  fed  by  the  mouth 
in  fifteen  hours,  took  food  extremely  well ;  gained  17  oz.  in 
the  next  first  fortnight,  and  is  now  well. 

Case  16. — Master  Y.,  tet.  14  weeks.  Seen  December  18; 
was  a  fine,  healthy  boy  at  birth,  and  did  well  for  the  first  three 
weeks ;  vomiting  since  then,  first  at  intervals,  but  for  the 
last  three  Aveeks  almost  incessantly ;  has  had  no  treatment 
beyond  drugs  ;  exact  loss  of  weight  not  known,  but  apjDarently 
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marked  ;  child  looks  desperately  pinched  and  ill ;  very  great 
dilatation  of  stomach;  pylorus  large  and  hard.  Operation 
was  performed  next  day ;  lasted  twenty  minutes ;  screw 
dilator  employed ;  child  exceedingly  collapsed  after  operation 
and  throughout  the  night,  but  he  rallied  after  three  adminis- 
trations of  strychnine  and  two  saline  infusions  ;  next  morning 
appeared  bright  and  well ;  was  given  food  towards  mid-day, 
which  was  retained.  This  child  did  well  except  for  a  slight 
attack  of  diarrhoea  on  the  third  and  fourth  days;  has  noAv 
gained  3  lb.  since  the  operation,  and  is  apparently  well. 
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XXV. — A  Modification  in  the  Method  of  Applying  Pre- 
pared Filic/reed  of  Silver  Wire  to  the  Cure  of  Large 
Inqninal  Hernise  in  Males.  By  Laweie  McGavin, 
F.R.C.S.Eng.     Read  April  12,  1907. 

ALTHOUGH  I  have  used  the  term  "modification"  in  de- 
^  ference  to  Dr.  A\^illard  Bartlett,  Avhose  filigree  I  look 
upon  as  one  of  the  greatest  advances  in  the  recent  surgery  of 
abdominal  hernia,  I  have  been  unable  to  find  any  record  of 
the  application  of  the  filigree  to  an  uncomplicated  case  of 
inguinal  hernia  in  a  male  patient  other  than  my  own. 

Bartlett  himself  has  published  a  case  in  a  woman,"^  and 
quite  recently  Wiener  has  reported  one  in  a  male,t  but  in  this 
case  the  difficulty  which  suggested  the  necessity  of  a  modi- 
fication to  me,  viz.  the  presence  of  the  spermatic  cord,  was 
absent,  the  patient  having  undergone  removal  of  the  cord 
and  testis  at  a  previous  operation.  This  case,  therefore, 
resolved  itself  into  one  much  resembling  the  operation  as 
done  for  ventral  hernia,  or  inguinal  hernia  in  a  woman. 

The  first  case  in  which  I  employed  a  prepared  filigree  for 
the  cure  of  inguinal  hernia,  was  that  of  a  seaman,  set.  63.  I 
have  fvilly  reported  it  elsewhere, J  and  will  therefore  only  say 
that  the  filigree  I  used  was  a  single  one,  that  its  introduction 
was  an  easy  matter  on  account  of  the  long  loose  cord,  which 
I  was  able  to  draw  outwards  round  the  outer  end  of  the  fili- 
gree, and  that  it  w^as  oblong  in  shape,  measuring  three  inches 
by  one  and  a  half.  Although  the  case  so  far  has  done  well 
and  there  is  no  sign  of  bulging,  I  am  a  little  doubtful  of  the 
ultimate  integrity  of  the  inguinal  tissues  external  to  the 
filigree,  as  this  region  is  to  my  mind  hardly  sufficiently 
guarded.  This  fact,  and  the  experience  gained  in  my  second 
case,  suggested  to  me  the  necessity  of  some  modification  in 
the  manlier  of  introducing  and  shaping  these  filigrees. 

This  second  case,  also  reported,  was  one  of  extensive 
recurrence  in  a  young  seaman  after  a  so-called  "  radical 
cure."  I  found  that  the  filigree  I  had  made  could  not  be 
introduced  as  in  the  last  case  owing  to  the  tension  of  the  cord, 
for,  being  three  inches  long,  it  exceeded  the  distance  from  the 
internal  abdominal  ring  to  the  pubic  spine.  I  was  therefore 
comjDelled  to  divide  it  and  place  one  half  internal  to  the  ring, 

*  Annals  of  Surgery,  1903. 

t  Ibid,  1906. 

X  Practitioner,  1906. 
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and  the  other  external  to  it,  making  the  outer  half  overlap 
the  inner  by  about  half  an  inch,  the  cord  lying  between  them. 
I  also  experienced  some  difficulty  in  fitting  the  inner  half 
into  its  place  in  the  angle  formed  by  Poupart's  ligament  with 
the  margin  of  the  rectus  muscle  at  its  insertion,  and  was 
obliged  to  double  over  the  loops  of  the  filigree  at  the 
pubic  end. 

Since  this  case  was  done  I  have  adopted  the  method  in 
the  more  perfect  manner  detailed  below  for  the  following 
reasons.  The  presence  of  the  spermatic  cord  renders  the 
implantation  of  a  filigree  in  such  a  manner  as  to  defend  the 
entire  inguinal  region  a  matter  of  some  difficulty.  Either 
the  cord  must  be  drawn  outwards  round  the  outer  end  of  the 
filigree  so  as  to  permit  the  latter  to  lie  in  front  of,  and  so 
defend,  the  internal  abdominal  ring,  or  the  filigree  must  lie  in 
front  of  the  ring  and  the  whole  length  of  the  cord  in  the 
canal.  The  former  method  will  only  be  found  possible  where, 
as  in  my  first  case,  the  patient  is  old  and  wasted,  with  a  long 
lax  cord :  and  even  then,  owing  to  the  limited  amount  of 
elasticity  of  the  latter,  an  undefended  space  is  still  left 
external  to  the  filigree.  The  second  method  provides  a 
position  for  the  filigree  which  is  very  uneven,  and  in  which  it 
is  loose  and  easily  shifted,  and  leaves  an  undefended  space  at 
the  point  of  emergence  of  the  cord  at  the  pubic  end.  Besides 
being  difficult  to  carry  out  satisfactorily,  it  abolishes  the 
valvular  mechanism  of  the  inguinal  canal. 

In  order,  therefore,  to  afford  complete  defence  to  that  part 
of  the  inguinal  region  which  lies  external  to  the  internal 
abdominal  ring,  and  at  the  same  time  to  preserve  the  valvular 
arrangement  of  the  inguinal  canal,  I  have  resorted  to  the 
following  method,  which  I  have  found  simple  and  effective. 

The  filigrees  which  I  now  employ  are  made  for  me  in  two 
sections,  an  iliac  and  a  pubic,  and  apart  from  their  shape  are 
produced  in  a  manner  similar  to  those  invented  by  Bartlett 
for  abdominal  hernife,  and  which  I  demonstrated  to  this 
Society  in  1903.  The  pubic  section  is  made  one  and  a  half 
inch  long,  three-quarters  of  an  inch  wide  at  the  inner,  and 
one  and  a  half  at  the  outer  end;  it  is  thus  trapezoid  in  shape. 
The  iliac  section  may  be  of  any  suitable  length,  usually  two  to 
two  and  a  half  inches ;  its  outer  half  is  square  or  oblong, 
while  its  inner  half  corresponds  in  shape  to  the  outer  half  of 
the  pubic  section.     The  method  of  introduction  is  as  follows : 

The  fullest  exposure  of  the  parts  having  been  obtained  by 
the  division  of  the  aponeurosis  of  the  external  oblique  muscle 
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from  the  external  to  a  point  well  beyond  the  internal  abdo- 
minal ring,  the  sac  is  freed  and  disposed  of  in  the  usual 
manner.  The  cord,  after  being  completely  freed  from  any 
adhesions  to  the  pillars  of  the  external  ring  and  the  conjoined 
tendon,  is  held  aside,  and  tlie  peritoneum  is  gently  peeled 
back  from  the  deep  surface  of  the  conjoined  tendon  and  the 
back  of  Poupart's  ligament.  As  soon  as  any  oozing  has  been 
conti'olled  the  gap  thus  made  is  extended  as  much  as  possible 
by  the  use  of  retractors,  and  the  pubic  section  of  the  filigree 
is  laid  on  the  peritoneum,  the  points  of  the  loops  being 
neatly  disposed  beneath  the  edges  of  the  tendon  and  Poupart's 
ligament.  These  latter  structures  are  then  approximated  by 
Bassini's  method,  the  filigree  being  thus  completely  buried. 

The  cord  is  now  replaced,  and  a  director  being  passed 
beneath  them,  the  fibres  of  the  internal  oblique  and  trans- 
versalis  muscles  are  cleanly  divided  from  the  internal  ring 
outwards  for  a  distance  of  about  two  inches.  These  divided 
edges  are  turned  upwards  and  downwards,  and  again  the 
peritoneum  is  peeled  back  from  their  deep  surface.  Abed  is 
thus  formed  for  the  iliac  section  of  the  filigree,  the  outer 
square  or  oblong  portion  of  which  is  laid  upon  the  peritoneum, 
while  the  inner  trapezoid  portion  covers  the  first  inch  of  the 
cord  as  it  emerges  from  the  internal  ring.  The  cord,  it  will 
be  seen,  now  lies,  for  the  first  inch  of  its  course,  between  the 
two  sections  of  the  filigi-ee.  Finally,  the  cut  margins  of  the 
external  oblique  aponeurosis  are  united  over  the  whole  in  the 
usual  manner,  and  the  skin  incision  is  closed. 

It  is  unnecessary  to  fix  these  sections  in  any  Avay  as  they 
will  be  found  to  be  retained  in  position  by  the  mere  apposition 
of  the  muscles.  It  will  be  seen  that  this  method  permits  of 
the  most  perfect  defence  of  the  inguinal  reg-ion,  the  size  of  the 
iliac  section  being  determined  solely  by  the  requirements  of 
the  particular  case.  For  the  sake  of  uniformity  I  now  use  the 
same  gauge  of  wire  for  all  filigree  operations,  ^^z.  Xo.  28 
Standard  "Wire  Gauge,  and  the  same  number  of  loops  to  the 
inch,  viz.  eight.  In  the  case  of  females  there  is,  of  course,  no 
object  in  the  use  of  filigrees  made  in  two  sections,  as  the 
difficulty  of  the  presence  of  the  cord  does  not  arise  ;  a  filigree, 
therefore,  of  the  same  shape  as  the  pubic  section  just  des- 
cribed, and  measuring  three  or  four  inches  in  length,  three- 
quarters  of  an  inch  wide  at  the  pubic,  and  two  to  two  and  a 
half  at  the  iliac  end,  will  be  found  to  satisfy  the  require- 
ments of  most  cases. 

Two    points    of  especial  importance   in  the   use  of  these 
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filigrees  are  the  necessity  of  a  perfectly  dry  Avound,  and 
the  avoidance  of  drainage.  Most  of  the  cases  requiring 
filigree-implantation  are  complicated  by  extensive  matting  of 
the  parts  from  recurrence,  or  from  truss-pressure,  and 
therefore  oozing  of  blood  and  serum  must  be  expected ; 
drainage  in  this  situation  is,  however,  likely  to  result  in 
infection.  Should  such  an  accident  occur,  convalescence 
will  be  unduly  prolonged ;  but,  as  I  have  elsewhere  pointed 
out,  removal  of  the  filigree  will  probably  not  be  necessary, 
nor  is  there  reason  to  suppose  that  recurrence  will  result, 
as  would  undoubtedly  be  the  case  if  no  filigree  had  been 
employed. 

Although  I  should  strongly  advocate  this  method  as  being 
the  only  one  to  which  the  term  "  radical  cure  "  can  honestly 
be  applied,  I  do  not  practise  it  as  a  routine  method, 
reserving  it  rather  for  cases  Avhich  are  obviously  incurable  by 
the  ordinary  operation,  as  shown  by  the  large  size  of  the 
hernia,  the  fact  of  recurrence,  the  presence  of  feeble  muscu- 
lar development,  or  the  advanced  age  of  the  patient. 

My  cases  done  in  the  last  two  years  are  not  numerous, 
being  six  in  number,  but  all  were  genuinely  incurable  by 
ordinary  means.  So  far  the  results  are  perfectly  satisfactory, 
although  I  am  awai'e  that  more  time  is  still  required  for  proof 
of  complete  cure.  Judging,  however,  from  the  results  I  have 
obtained  during  the  past  three  and  a  half  years  in  the  treat- 
ment of  so-called  incui-able  abdominal  hernias  by  the  use  of 
Bartlett^s  filigree,  I  have  no  hesitation  in  considering  them 
to  be  examples  of  "radical  cure  "  in  the  truest  sense  of  the  term. 

In  only  one  case  has  there  been  any  interruption  in  con- 
valescence :  this  was  the  first  of  the  series  already  referred  to, 
in  Avhicli  a  single  filigree  was  used,  and  in  which  drainage 
was  employed.  Owing  to  an  unfortunate  omission  the  drain 
was  not  removed  sufficiently  early,  and  some  slight  infection 
took  place.     The  final  result  was,  however,  very  satisfactory. 

No  complications  referable  to  irritation  of  the  cord  by  the 
filigree,  such  as  testicular  or  inguinal  pain,  epididymitis, 
orchitis,  or  atrophy  of  the  testis  have  been  noted. 

The  most  recent  case  in  Avhich  I  had  occasion  to  employ 
this  method  was  that  of  a  seaman,  aet.  43,  a  native  of  Trinidad, 
whose  hernia  was  a  very  large  one,  resulting  from  a  kick  in 
the  right  groin.  It  was  complicated  by  a  large  vaginal 
hj'drocele  Avhich  was  possibly  the  chief  factor  in  the  descent 
of  the  hernia,  and  measured  12  in.  in  length,  its  greatest 
circumference  being  18i  in. 
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At  the  operation  the  sac  was  found  to  contain  a 
hu-ge  mass  of  small  intestine  with  its  mesentery,  and  the 
hernial  gap  measured  nearly  three  inches  by  two ;  the 
absence  of  omentum  bore  out  the  man's  statement  that  the 
hernia  was  of  recent  occurrence,  and  the  result  of  an  injury. 
The  cord  and  internal  abdominal  ring  were  displaced  outwards. 
It  had  been  my  intention,  if  possible,  to  save  the  cord  and 
testis,  and  implant  the  filigree  as  above  described,  in  two 
sections;  this,  however,  I  found  to  be  impossible,  owing  to  the 
size  and  attachments  of  the  hydrocele.  These  structures  had 
unfortunately  to  be  sacrificed,  but  I  used  the  two  sections  of 
the  filigree,  placing  the  pubic  section  on  the  peritoneum,  and 
the  iliac  section,  after  approximation  of  the  conjoined  tendon 
and  Poupart's  ligament,  on  the  internal  oblique  muscle 
opposite  the  internal  abdominal  ring.  The  aponeurosis  of  the 
external  oblique  was  then  sutured  over  the  whole  length  of 
the  canal. 

In  spite  of  the  persistently  dirty  habits  of  the  patient,  his 
dressings  being  constantly  soaked  with  urine,  the  result  has 
been  good,  and  he  returns  to  Trinidad  with  the  inguinal 
reo-ion  firm  and  sound. 
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XXVI. — Tlvo  Cascfi  of  Lateral  Veidral  Hernia  treated 
hi/  the  Implantation  of  very  large  F'diqrees  of  Silver 
Wire.  By  Lawrie  McGayix,'  F.R.C.S.Eng.  Ex- 
hibited April  26,  1907. 

CASE  1. — A  woman,  a3t.  88,  was  admitted  to  the  Hospital  for 
AVomen  in  December,  1905,  for  the  removal  of  a  very 
large  and  adherent  broad  ligament  cyst.  Three  weeks  after 
operation  she  came  under  my  care,  having  developed  a  large 
tense  swelling  in  the  right  iliac  region,  with  a  temperature  of 
103°  F.  This,  on  being  opened,  discharged  a  quantity  of  very 
thin  pus,  and  later  nothing  came  from  the  wound  but  pure 
urine.  It  was  now  clear  that  the  right  ureter  had  been  tied 
in.  A  few  days  later  an  attempt  to  find  the  point  of  ligature 
failed,  owing  to  the  density  of  the  adhesions,  in  dealing  with 
which  a  faecal  fistula  resulted.  The  kidney  was  removed 
through  the  loin.  The  patient  now  became  extremely  ill,  and 
a  gangrenous  patch,  the  size  of  a  five-shilling  piece,  appeared 
around  the  mouth  of  the  sinus.  Eventually  she  recovered 
and  was  discharged,  but  a  year  later  returned  with  a  hernia 
at  the  site  of  operation,  the  gap  measuring  5  in.  by  3  in.  The 
whole  of  the  old  cicatrix  being  removed  by  an  elliptical 
incision  11  in.  in  length,  it  was  found  impossible  to  separate  the 
peritoneum  from  the  deep  surface  of  the  external  oblique  apo- 
neurosis ;  the  inner  portion  of  this  aponeurosis  was  therefore 
separated  from  the  outer  portion  by  a  curved  incision  ; 
external  to  this  incision  it  was  possible  to  carry  out  the 
separation.  The  divorced  strip  of  aponeurosis  was  now 
sutured  to  the  cut  edge  of  the  posterior  sheath  of  the  rectus 
muscle,  and  upon  this,  as  a  bed,  a  silver  wire  filigree,  measur- 
ing 8  in.  by  4  in.,  was  laid,  the  inner  loops  being  disposed  deep 
to  the  rectus  muscle,  and  the  outer  deep  to  the  oblique  muscles. 
The  remains  of  the  rectus  muscle  were  now  brought  out  of  the 
sheath  and  sutured,  as  far  as  possible,  to  the  oblique  muscle.^ 
over  the  filigree.  This  caused  a  weak  spot  at  the  middle  line 
of  the  abdomen,  and  necessitated  the  opening  of  the  sheath 
of  the  left  rectus  muscle,  which  was  drawn  across  the  middle 
line  to  meet  its  fellow,  where  it  was  sutured.  The  skin  and 
superficial  fascia  were  closed  over  all  by  thirty-five  Michel's 
clips.  Primary  union  followed,  and  no  belt  has  been  worn 
since  convalescence. 
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Case  2. — This  patient,  kindly  sent  me  by  Sir  Alfred  Fripp, 
was  admitted  to  Guy's  Hospital  in  the  early  part  of  1906  for 
fulminating  appendicitis  and  general  peritonitis.  She  first 
came  under  the  care  of  Mr.  Arbuthnot  Lane,  who  opened  the 
abdomen  in  the  iliac  region  and  above  the  pubes.  These 
wounds  were  drained  for  four  days,  and  were  then  lightly 
sutured.  A  few  days  later  f reces  appeared  on  the  dressings,  and 
a  complete  fistula  became  established.  This  appears  to  have 
been  in  the  upper  portion  of  the  bowel,  and  the  patient  rapidly 
wasted.  From  this  time  she  came  under  the  care  of  Sir  Alfred 
Fripp,  who  made  four  separate  attempts  to  close  the  fistula  by 
suture,  and  finally,  Avhen  she  was  almost  moribund,  succeeded  in 
closing  it  by  resection  of  six  inches  of  intestine.  She  recovered 
and  Avas  discharged.  Three  months  later  she  was  i-e-admitted, 
under  Mr.  Lane,  for  a  very  large  hernia  of  the  appendical 
cicatrix.  This  was  closed  and  she  went  out,  but  in  the  course 
of  another  three  months  she  was  again  the  subject  of  a  very 
large  hernia,  for  the  cure  of  which  she  was  sent  to  me.  On 
measurement  the  gap  measured  7  in.  in  length  by  3  to  4  in. 
in  width.  The  bowels  Avere  adherent  to  the  skin,  and  she  was 
completely  incapable  of  any  exertion,  as  on  standing  up  the 
larger  part  of  the  abdominal  contents  prolapsed  into  the 
sac,  causing  nausea  and  vomiting.  In  January  of  this  year 
I  excised  the  whole  scar  by  an  incision  13  in.  in  length,  and 
separated  a  large  number  of  adhesions.  So  much  of  the 
peritoneum  had  to  be  sacrificed  that  it  was  found  impossible 
to  close  the  abdomen.  After  every  effort  a  gap  remained  in 
the  peritoneum  and  fascife  which  measured  3  in.  by  H  in. 
Into  this  gap  was  drawn  a  loop  of  small  intestine  and  a  por- 
tion of  the  caecum  ;  these  were  sutured  together  and  sewn 
into  the  gap.  A  bed  Avas  thus  made  for  the  filigree,  consisting  of 
the  posterior  sheath  of  the  rectus  muscle  internally,  small 
intestine  and  caecum  in  the  centre,  and  peritoneum  externally. 
Upon  this  bed  the  filigree  of  silver  Avire,  measuring  9  in.  by 
4  in.,  Avas  laid.  An  attempt  Avas  made  to  bring  the  atrophic 
rectus  muscle  into  apposition  Avith  the  oblique  muscles  o\'er  it, 
but  Avas  not  very  successful.  Finally,  the  skin  and  superficial 
fasciae  Avere  united  over  the  whole  by  forty-two  Michel's  clips 
and  four  salmon-gut  tension  sutures.  Primary  union  resulted. 
The  patient  has  Avorn  no  belt  since  her  conA^alescence. 
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XXVII. — Acute  Solitai'u  Suppuration  in  the  Psoas  and 
lliacus  Muscles.  By  W.  G.  Spencer,  M.S.  Read 
April  12,  1907. 

THERE  has  been  a  good  deal  Avritten  upon  suppuration  in 
the  psoas  and  iliacus  muscles,  some  of  it  under  the  term 
psoitis,  as  well  as  under  the  subject  of  iliac  swellings. 

Acute  suppuration  has  frequently  occurred  secondary  to 
puerperal  parametritis,  by  direct  extension.  The  same  remark 
applies  to  suppurative  appendicitis  and  pei-i-nephritis  ;  it  has 
likewise  followed  acute  osteomyelitis  of  the  spinal  column  or 
ilium,  as  distinguished  from  chronic  tuberculous  abscess. 
There  are  also  cases  of  puncture  and  bullet-wounds  which 
have  set  up  suppuration  in  the  muscle  ;  moreover,  suppuration 
has  followed  ligature  of  the  iliac  artery. 

I  pass  over  these  subjects  and  come  to  acute  solitary- 
suppuration — its  relation  to  infection  and  to  strain  or  actual 
rupture. 

The  case  which  called  my  attention  to  these  cpiestions  is  as 
follows : 

S.  H.  was  a  healthy  schoolboy,  a?t.  13,  who  made  no  com- 
plaint of  an  accident,  nor  could  his  mother  learn  that  he  had 
met  with  one.  There  had  been  no  tuberculous  disease  in  the 
family.  On  returning  from  school  at  mid-day  on  February  7 
he  limped,  complaining  that  it  hurt  him  to  move  his  leg,  and 
that  he  felt  pain  over  the  right  ilium,  between  the  crest  and 
the  great  trochanter.  He  went  to  bed  that  afternoon,  but  it 
is  not  known  how  he  slept.  On  the  second  day  of  the  illness 
he  did  not  complain  of  much  pain,  but  gradually  relapsed 
into  delirium.  Dr.  Hook,  of  Clapham,  was  not  called  to  the 
patient  until  three  days  from  the  first  complaint,  when  he 
recognised  the  presence  of  a  right  iliac  swelling  and  sent  the 
patient  at  once  to  the  hospital,  where  I  saw  him  soon  after- 
wards. 

The  boy  was  then  in  a  low  muttering  delirium,  with  a  pale 
face,  a  brown,  furred,  dry  tongue,  the  temperature  105°  F., 
the  pulse  116,  the  respiration  30.  The  chest  was  normal, 
also  the  abdomen  except  for  the  swelling ;  all  his  bones  and 
joints  were  sound,  also  his  ears. 

He  lay  Avith  the  right  thigh  flexed  nearly  to  the  abdomen, 
neither  everted  nor  inverted,  but  it  could  be  straio-htened  out 
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without  exciting  the  patient ;  there  was  no  sign  of  hip-joint 
or  of  spinal  disease. 

The  right  psoas  and  iliacus  muscles  formed  a  tense  swell- 
ing which  became  more  prominent  when  the  thigh  was 
extended,  and  which  did  not  relax  under  the  anassthetic.  A 
bimanual  examination  discovered  no  abdominal  nor  pelvic 
disease,  only  the  swelling  as  above.  There  was  no  external 
swelling  of  the  ilium  in  the  region  where  the  boy  had  first 
felt  the  pain. 

I  made  an  ilio-lumbar  incision,  and  pushed  the  ciecum 
forwards  and  inwards  olf  the  swelling,  to  which  it  had  no 
pathological  adhesion.  On  incising  the  sheath  of  the  psoas 
septic  fluid  oozed  out,  but  the  muscle  substance  was  not  much 
altered,  nor  was  there  any  distinct  fluctuation.  On  thrusting 
in  blunt-ended  forceps  I  reached  an  acutely  suppurating 
focus  deep  in  the  iliacus,  in  the  venter  ilii,  which  had  come 
into  contact  with  the  bone.  The  bone,  however,  was  not 
involved ;  there  was  no  sign  of  extravasated  blood  from 
rupture.  From  30  to  60  c.cm.  of  pus  escaped,  not  more  ;  a 
tube  was  then  inserted.  An  examination  showed  that  the 
pus  contained  a  pure  growth  of  Staphijlococcus  'pyogenes 
aureus.  He  was  given  tw'o  10  c.cm.  injections  of  anti-staphy- 
lococcic  serum  (brand, Burroughs,  Wellcome  &:,  Co.),  but  neither 
the  operation  nor  the  serum  had  any  influence.  Some  rales 
appeared  in  the  chest,  and  the  patient  died  within  four  days 
of  making  the  first  complaint. 

A  most  thorough  post-mortem  examination  was  made  the 
next  day  by  Dr.  Hebb ;  the  vertebra  and  ilium  were  cut 
through,  the  intestinal  canal,  including  the  appendix,  the 
spinal  cord,  hip-joint,  pleura,  pericardium,  heart,  ears  were 
all  particularly  examined,  and  found  normal.  In  the  lungs 
was  some  early  septic  broncho-pneumonia,  but  there  were 
no  abscesses.  Only  the  right  psoas  and  iliacus  muscles  were 
affected  by  acute  septic  myositis,  but  the  actual  excavation 
was  not  more  than  5  cm.  in  diameter,  and  had  merely  come 
in  contact  with  the  bone  without  invading  it.  In  the  suppurat- 
ing muscle,  in  the  blood,  and  in  the  lungs,  the  only  organism 
cultivated  was  Staphylococms  pyogenes  aureus. 

Turning  now  to  the  recorded  cases  and  selecting  those 
running  an  acute  fatal  course,  followed  by  a  post-raorteni 
examination,  and  putting  aside  those  secondary  to  extension 
above  referred  to,  then  we  reach  a  category  where  a  slight 
strain  has  been  followed  by  fatal  suppuration,  in  some  of 
which  also  a  distant  septic  focus  has  been  discovered. 
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WiTTMAN,  "  Akute  Suppurative  Psoitis,"  Jahrh.  fiir  Kin- 
derheilk.,  1875,  viii,  369. 

A  boy,  cet.  8,  had  had  a  chronic  ear  discharge,  but  it  had 
stopped  for  a  week  or  two,  when  he  fell  at  play  and  walked 
home  lame.  He  was  thereupon  seized  with  acute  suppui*a- 
tion  in  the  right  psoas  muscle,  which  was  followed  by  right- 
sided  septic  pneumonia,  and  he  died,  without  any  bones  or 
joints  becoming  involved. 

Other  cases  might  be  quoted  which  likewise  may  be  taken 
as  metastatic  from  a  distant  old-standing  focus. 

But  there  are  other  cases  iu  which  a  definite  strain  or 
severe  rupture  has  been  followed  by  acute  fatal  suppuration, 
and  yet  there  has  been  found  post  mortem  no  distant  septic 
focus  to  explain  the  infection. 

"Wettexheimer,  "  Psoitis,"  Jahrh.  fiir  Kinderheilk.,  1890, 
XXX,  365. 

A  healthy  boy,  ast.  13,  had  a  slight  fall  on  the  hip  followed 
by  acute  septic  inflammation,  and  he  died  in  eleven  and  a  half 
days.  Post  mortem  there  was  found  suppuration  iu  the  psoas 
and  iliacus  muscles  wholly  destroying  the  psoas  and  begin- 
ning to  extend  to  the  sartorius,  but  nothing  else. 

Clarke,  S.  I.,  "  Psoitis  and  Peripsoitis ;  their  Pathology 
and  Differential  Diagnosis,"  New  York  Med.  Joitrn.,  1885, 
ii,  582. 

A  3'oung  man  slightly  strained  himself  roller  skating,  and 
afterwards  had  a  temperature  of  105°  F.  The  fever  was  first 
called  rheumatic,  then  a  boggy  swelling  appeared  above  the 
jmbes,  from  which  foul  pus  was  let  out.  At  the  post-mortem 
there  was  no  intestinal  or  other  lesion,  but  the  suppuration 
had  been  confined  to  the  psoas  muscle.  The  vertebrae  had 
been  bared,  but  were  otherwise  healthy. 

BoKAi,  see  Wittman,  "  Akute  Suppurative  Psoitis,"  Jahrh. 
fiir  Kinderheilk.,  1875,  viii,  369. 

A  boy,  £et.  10,  fell  off  a  three-foot  wall  upon  his  face  and 
knees  and  limped  home.  After  four  days  he  could  not  walk 
at  all.  Acute  suppuration  appeared  in  the  left  psoas  muscle, 
followed  by  a  pustular  eruption,  bilateral  septic  pneumonia 
and  death.  At  the  post-mortem  the  left  psoas  and  iliacus 
muscles  were  found  changed  into  thin,  dirty,  brown  pus  and 
sloughs,  which  continued  under  Poupart's  ligament  to  the 
insertion  of  the  muscles,  and  the  pus  was  there  tending  to 
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track  downwards  into    the  thigli.     Beyond    this  there  were 
recent  septic  abscesses  in  the  hmgs  but  nothing  else. 

Marcano/'  De  la  Psoite  Trauniatique,"  1878,  Paris  (Tract 
in  the  Med-Chir.  Library),  Obs.  xviii,  p.  62. 

An  Artilleryman,  xt.  20,  in  the  gymnasium  alighted  flat 
on  his  feet  from  the  height  of  half  a  metre,  which  caused  him 
a  sharp  jolt,  and  he  forthwith  felt  a  severe  pain  in  the  um- 
bilical region.  But  it  was  only  after  four  days  that  he  was 
compelled  to  go  into  Hospital.  He  was  there  found  to  be 
suffering  from  a  severe  fever  and  a  distended  and  painful 
abdomen,  which  was  freely  leeched.  The  inflammation  spread 
down  the  left  cord  to  the  scrotum,  and  after  the  eighth  day 
pus  began  to  escape  by  way  of  the  leech  bites.  The  man  died 
on  the  thirteenth  day.  Suppuration  was  found  to  have 
commenced  in  the  left  psoas  and  iliacus  muscles,  and  thence 
to  have  spread  to  the  abdominal  wall  and  scrotum  outside  the 
peritoneum,  which  was  quite  free.  There  had  been  no  intes- 
tinal lesion  and  nothing  more  Avas  noted. 

There  are  recorded  many  less  severe  cases  Avhich  have  got 
well  after  timely  incision. 

As  for  the  treatment  of  the  severest  type,  of  which  mine 
is  an  instance,  I  am  afraid  we  must  await  the  production  of  a 
more  powerful  anti-staphylococcal  serum. 

Considering  the  number  of  cases  in  which  a  slight  strain 
has  been  mentioned  one  may  be  inclined  to  think  that  the  boy 
under  my  care  may  have  also  strained  himself,  but  at  any  rate 
it  gave  rise  to  no  complaint,  and  there  was  no  interval  in 
which  he  walked  lame  before  the  acute  fever  set  in.  The 
question  of  a  strain  has  been  much  discussed  in  the  puerperal 
cases,  whether  the  strain  occured  during  the  labour,  or  during 
the  puerperium  when  turning  in  bed,  or  upon  getting  up. 

As  to  the  origin  of  the  infection,  it  is  held  by  many  at  the 
present  time  that  Staphylococcus  alhus  is  present  in  healthy 
tissues,  and  need  not  interfere  with  the  healing  of  a  Avound. 
Such  a  view  would  seem  to  run  counter  to  the  conjecture 
that  a  mild  saprophytic  staphylococcus  may  in  a  suitable 
nidus  suddenly  develop  into  a  most  virulent  parasite. 

Another  explanation  gains  support  from  cases  of  acute 
suppuration  in  other  muscles  and  of  acute  septic  osteo-myelitis. 
Although  no  distant  septic  focus  is  revealed  by  a  complete 
'post-mortem  examination,    yet    a    septic  infection  may    have 
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occurred  clays  or  weeks  before  tlirough  a  scratch,  finger-prick, 
patch  of  impetigo,  etc.  Although  the  superficial  lesion  may 
have  quite  healed,  the  organisms  have  entered  the  blood- 
stream, but  are  held  in  check  so  long  as  they  continue  within 
the  circulation.  The  organisms  remain  potentially  virulent, 
so  that,  when,  as  the  result  of  a  strain,  extravasation  of  some 
blood  occurs,  the  organisms  immediately  develop.  Hence 
symptoms  of  acute  septic  inflammation^  such  as  a  rigor,  may 
appear  within  a  few  hours. 
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XXVIII. — A  Rote  on  the  Value  of  Anti-Colon  Bacillus 
Serum.  Bj  G.  H.  Makixs/C.B.,  F.R.C.S.,  and 
Percy  Sakgext,  F.R.C.S.  Bead  April  12,  1907. 

THE  following  notes  have  been  put  together  as  a  prelimi- 
nary contribution  to  what  we  trust  will  be  an  inquiry 
into  the  value  of  a  specially  prepared  multivalent  antitoxin 
in  cases  of  infection  with  the  colon  bacillus. 

The  serum  was  prepared  at  the  Wellcome  Research 
Laboratories,  at  the  instance  of  Dr.  Dudg'eon,  in  consequence 
of  his  work  with  Mr.  Sargent"^  on  the  bacteriology  of  peri- 
tonitis. That  investigation  was  held  by  the  observers  to  prove 
conclusively  that  in  the  great  majority  of  cases  of  peritonitis 
of  intestinal  origin  it  is  the  colon  bacillus  which  is  the  chief 
cause  of  the  acute  or  fatal  symptoms.  It  was  shown  that  the 
main  factor  in  the  resistance  of  the  peritoneum  to  this  in- 
fection is  that  of  intra-peritoneal  phagocytosis,  and  it  was 
suggested  in  what  manner  this  natural  safeguard  is  brought 
into  play  in  the  cases  which  recover.  There  remains,  however, 
the  problem  of  how  to  assist  or  supplement  that  process  in 
cases  where  the  natural  powers  of  resistance  are  defective, 
and  an  attempt  to  supply  this  want  is  offered  by  means  of  an 
antitoxin  prepared  from  several  different  strains  of  the  colon 
bacillus  obtained  from  cases  of  acute  peritonitis  and  other 
sources. 

Several  different  brands  of  serum  have  been  prepared. 
The  following  brief  account  of  the  preparation  of  one  brand 
has  been  kindly  furnished  by  Dr.  H.  H.  Dale,  of  the  "Well- 
come Research  Laboratories  : 

A  horse  was  immunised  by  receiving ; 

Fourteen  injections  of  10  c.c.  of  7  days'  broth  culture  of  8 
strains  of  B.  coli  from  cases  of  puerperal  fever,  at  intervals 
of  7  days ; 

Seven  injections  of  5-20  c.c.  of  a  washed  culture  of  a 
B.  coli  of  unknown  origin,  at  intervals  of  10  days ; 

One  injection  of  5  c.c.  of  3  weeks'  growth  in  lactose  broth 
of  7  strains  of  unknown  origin,  7  strains  separated  by  Dr. 
Dudgeon  from  cases  of  peritonitis,  8  sti-ains  from  cases  of 
puerperal  fever. 

*  Dudgeon  and  Sargent,  The  Bacteriology  of  Peritonitis,  1906. 
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In  all  cases  the  cultures  injected  were  killed  by  the  addi- 
tion of  O'l  per  cent,  chinosol. 

Dosage. — This  must  necessarily  be  empirical,  but  the  pro- 
bability is  that  not  less  than  20  c.c.  should  be  given,  and 
repeated  at  intervals  of  from  8  to  12  hours.  We  have  seen 
no  ill-effects  follow  the  administration  of  as  much  as  40  c.c. 
at  a  time. 

Recoveries,  9  =  36  per  cent. 

Diffuse  spreading  peritonitis  from  more  or  less  localised 
abscess,  cases  1,  16. 

Diffuse  peritonitis  with  no  localisation,  cases  2,  10,  11,  12, 
14,  17,  24. 

Case  1. — The  slowing  of  the  pulse  was  the  main  feature. 
Case  16. — B.  coll  had  been  found  alone  in  the  exudate  at 
a  distance  from  the  abscess,  a  condition  which  has  been 
shown  by  Dudgeon  and  Sargent  to  be  almost  uniformly  fatal. 
But  the  good  effect  here  must  be  discounted  by  the  fact  that 
there  had  been  some  attempt  at  localisation  before  the  onset 
of  the  diffuse  peritonitis — a  condition  which  has  also  been 
shown  by  Dudgeon  and  Sargent  to  be  more  favourable  than 
when  the  diffuse  peritonitis  starts  from  an  absolutely  free 
appendix. 

Case  2  was  one  in  which  the  result  of  the  serum  was 
marked  by  an  almost  immediate  feeling  of  improvement, 
cessation  of  vomiting,  and  slowing  of  the  pulse-i'ate. 

Case  10  was  one  in  which  the  serum  was  given  on  the 
third  day  after  operation  because  no  improvement  was  taking 
place.     It  was  followed  by  immediate  relief  of  symptoms. 

Case  11. — Relief  of  general  toxemic  symptoms  as  Avell  as 
a  fall  in  both  temperature  and  pulse-rate  after  each  injection. 
Case  12. — Relief  of  general  toxemic  symptoms. 
Case  14. — Distinct  improvement  in  a  child  desperately  ill, 
extremely  restless,  and  with  "'black  vomit."     Child  less  rest- 
less after  each  injection. 

Case  17. — Effect  marked  both  on  pulse  and  temperature, 
as  well  as  on  general  symptoms.  In  this  case  Gram-negative 
bacilli  had  been  found  in  the  peritoneal  exudate. 

Case    24.  —  Effect    decidedly    good.       Vomiting    ceased. 
Avhich  had  been  "  black  '"'  ;  infection  became  localised. 
The  fatal  cases,  16  =  64  per  cent. 

Case  3. — Slowing  of  pulse,  relief  of  toxjemic  symptoms ; 
localisation  effected  ;  survived  twelve  days. 

Case  4. — Marked  improvement  at  first,  cessation  of  vomit- 
ing; localisation  assisted;  survived  five  days. 

Case  5. — Xo  effect,  but  serum  not  given  until  after  a  second 
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Case  No. 

Sex. 

Age. 

1,  N.  D. 

F. 

8 

2,  C.  F. 

M. 

17 

3,  E.  M. 

M. 

11 

4,  K.  P. 

F. 

12 

5,  H.  S. 

M. 

20 

6,  E.  S. 

F. 

10 

7,   J.  S. 

M. 

9 

8,  T.W. 

M. 

6 

9,  E.W. 

M. 

21 

10,  P.  M. 

M. 

29 

11,  P.  C. 

M. 

21 

12,  H.  R. 

M. 

26 

Disease. 


Appendicitis  -n-itli  diffuse 
peritonitis  spreading- 
from  pai'tly  localised 
abscess 

Appendicitis  with  diffuse 
peritonitis,  recrudes- 
cence of  peritonitis  5th 
day 

Gangrenous  appendicitis 
with  diffuse  peritonitis 


Peif  orated  appendix, 
pelvic  abscess,  and  dif- 
fuse peritonitis 

Appendicitis  with  diffuse 
peritonitis  spreading 
from  local  abscess 

Imperfectly  localised  ab- 
scess vnth.  diffuse  peri- 
tonitis 

Gangrenous  appendicitis, 
diffvise  peritonitis,  im- 
perfect localisation  of 
an  abscess 

Appendicitis  with  diffuse 
peritonitis 


How  long 

ill. 


8  days 


14  hours 


48  hours 


3  days 


12  days 


14  days 


4  days 


6  days 


Gangrenous  appendicitis,  20  hours 

leaking  abscess,  diffuse  j 

peritonitis  | 

Perforated  appendix,  dif-  36  hours 

fuse  peritonitis 


Gangrenous  appendicitis    "Within 
and  diffuse  peritonitis     24  hours 


Gangrenoiis  appendicitis,  j  4  days 
diffuse  peritonitis  I 


Operation. 


Appendicectoniy,spong- 
ing,  drainage 


(1)  Eemoval  of  perfor- 
ated appendix,  spong- 
ing, ch'ainage ;  (2)  re- 
opened and  sponged 
again 

(1)  Eemoval,  sponging, 
drainage;  (2)  10th 
day,  drainage  of  ab- 
scess on  left  side 

Eemoval,  sponging, 
drainage,  lavage  of 
stomach 

(1)  Drainage ;  (2)  re- 
opened next  day,  ap- 
pendicectomy,  spong- 
ing, drainage 

Drainage 


Eemoval,       sponging, 
drainage 


Eemoval,  lavage,  drain- 


Eemoval,    dry    spong- 
ing, drainage 

Eemoval,    dry    spong- 
ing, drainage 


Eemoval,    dry    spong- 
ing, drainage 


Eemoval,  dry  spong- 
ing, drainage,  subse- 
quent enterolysis  (4 
days  later)  for  obstruc- 
tion by  adhesions 


When  serum 
besrun. 


Day  of  opera- 
tion 


Day  of  second 
operation 


Day  of  first 
operation 


Day  of  opera- 
tion 


After  second 
operation 

8  hours  after 
operation 

Day  of  opera- 
tion 


Day  of  opera- 
tion 


Day  of  opera- 
tion 

3rd  day,  as 
no  improve- 
ment was 
taking  place 
Day  after 
operation 


9th  day 
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Dosage. 


Apparent  effect. 


Ke.sults,  etc. 


Surgeon. 


60  c.c.  in  40  hours, 
2  injections 

40  c.c.  in  48  hours, 
2  injections 


80  c.c.  in  3  days, 
3  injections 


45  c.c.  in  3  days, 
3  injections 


45  c.c.  on  2nd  day 


20  c.c.  single  injec- 
tion 

280  c.c.  in  13  days, 
9  injections,  maxi- 
mum single  dose 
60  c.c. 

50  c.c.  within  a  few 
hours,  2  injections 


60  c.c  in  48  hovirs, 
3  injections 

190  c.c.  in  5  days, 
dosage  20 — 30  c.c. 


40  c.c.  in  2  days, 
2  injections 


60  c.c.  in  3  doses 


Steady  slowing  of  pulse- 
rate.  None  on  tempera- 
ture. Eelief  of  toxaemic 
symptoms 

Steady  slowing  of  pulse, 
cessation  of  vomiting, 
marked  feeling  of  im- 
provement 

Slowing  of  pulse,  relief  of 
symptoms,  appeared  to 
effect  localisation 

Marked  improvement  at 
first,  but  vomiting  re- 
curred on  4th  day,  and 
death  occurred  5th 

None 


None,  child  moribund  when 
serum  given 

Appeared  to  assist  localisa- 
tion, temperature  not 
above  100'8°  for  7  days, 
pidse  remained  rapid 
throughout 

None,  patient  moribund 
when  serum  given 


None,   but   death    delayed 
until  10th  day 

Marked    improvement    at 
once 


In  a  few  hours  patient 
much  easier,  piilse  and 
temperature  fell  to  nor- 
mal, second  dose  given  as 
pulse  and  temperature 
were  rising,  again  both 
fell  to  normal 

Much  more  comfortable, 
complicated  by  basal 
pnevimonia 


Cured,   ojjsonic   index   not 
raised  by  the  injections 


Cured 


Died  after  second  opera- 
tion, opsonic  index  low 
throughoiit  as  compared 
to  healthy  men 

Died.  P.3I. — Pus  localised, 
general  peritoneal  cavity 
healthy,  cloudy  swelling 
of  viscera 

Died  3rd  day 


Died  in  48  hours 


Died  20th  day  after  evacua- 
tion of  perisplenic  abscess, 
both  films  and  cultxires 
of  peritoneal  exudate 
showed  Bacillus  coli 

Died  within  12  hours,  films 
of  exudate  showed  bacilli 
and  cocci,  cultui-es  — 
Stax>hylococcv.s  albiis  only 

Died 


Cured 


Cured 


Mr.  Makins. 


Mr.  Sargent. 


Mr.Ballance, 


Mr.  Makins. 


Mr.  Makins. 


Mr.  Pitts 

(Mr.  Nitch). 

Mr.  Clutton 
(Mr.  Nitch), 


Mr.  Eobin- 
son. 

Mr.  Makins 
(Mr.  Nitch). 

Mr.  Ballance 
(Mr.  Nitch). 

Mr.  Makins. 


Cured 


Mr.  Makins. 
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Case  No. 

13,  E.  H. 

14,  E.  H. 

15,  M.  G. 

16,  W.  A. 

17,  P.  D. 

18,  T.W. 

19,  L.  C 

I 

20,  F.  P 


Sex. 


M. 


M. 


-1, 
22 

23, 
24. 


T.  M, 
W.T, 

F.  T 
K.H. 


25,  A.  W 


M. 

M. 

M. 
M. 
M. 

M. 
M. 

M. 
F. 


Age. 


17 


17 


27 


Disease. 


How  long 
ill. 


Gangrene    and    perfora-  ^  7  days 

tion  of  appendix,  local 

abscess  with  spreading- 

ing  peritonitis 
Perforated  appendix,  dif-  |  3  days 

fuse  peritonitis 


Operation. 


Eemoval,    diy    spong- 
ing, drainage 


When  serum 
begun. 


Day  of  opera- 
tion 


Eemoval,    dry    spong-  Day  of  opera- 
ing,  drainage  tion 


Appendix  abscess,spread-     6  daj's     Drainage 
ing  peritonitis  1 


Appendix    abscess,   sub-  j  9  days 
csecal   and   pelvic,  also 
diffuse  peritonitis 


Appendicitis,  diffuse 
peritonitis,  gangrene, 
no  perforation 


Incision  and  drainage 


6 

6 

36 

12 
53 

11 
16 

30 


6  days     Eemoval,    di-y    spong- 
ing, drainage 


Appendicitis,       diffuse     6  days 
peritonitis 

Appendicitis,       diffuse     4  days 
peritonitis  i 

! 

Appendix   abscess,  later    1  week 
subphrenic  abscess 


Gangi'enoiis  appendicitis, 
diffuse  peritonitis 

Appendicitis,  diffuse 
peritonitis 

Gangrenous  appendicitis, 
diffuse  peritonitis 

Appendicitis,perforation, 
diffuse  peritonitis,  ex- 
acerbation dui-ing  an 
apparently  subsiding 
attack  of  appendicitis 
of  11  days'  duration 

Appendicitis,  diffuse 
peritonitis,  later  sub- 
phrenic abscess 


Eemoval,  lavage,  drain- 
age 

Cceliotomy,  drainage 
Drainage 


4  daj's 
3  days 

j  2  days 

I  Within 
24  hours 


24  hours 
after  opera- 
tion 


Directly 
after  opera- 
tion 


Day  after 
operation 


Immediately 
after  opera^ 

tion 
Immediately 
after  opera- 
tion 
5th  day  after 
operation 


Eemoval,    dry    spong-  Day  of  opera- 

ing,  di-ainage  I         tion 

Eemoval,    dry    spong-  '  Immediately 


ing,  di-ainage 

Eemoval,    dry    spong- 
ing, drainage 
Eemoval,  dry  sponging 


2nd  day    Eemoval,    dry    spong- 
ing, di'ainage 


after  opera- 
tion 
2  days  after 
operation 
10  hours 
after  opera- 
tion 


Soon  after 
operation 
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Dosage. 


Aijparent  effect. 


30  c.c.  in  3  doses 
within  2-4  hoiu'S 


70  c.c.  in  4  doses 


60  c.c.  in  2  doses 
■within  12  hours 


25  c.c,  1  dose 


60  c.c.  in  5  doses, 

initial  dose  20  c.c, 

rest  10  c.c  twice 

daily 

30  c.c  in  2  doses 


50  c.c.  in  2  doses  at 
9  hoixr  intervals 

95  c.c  in  4  doses,  12 
hour  intervals 


1  dose  of  20  c.c. 

150  c.c  in  3  doses  at 
12  hour  intervals 

Single  dose  of  20  c.c 

65  c.c.  in  24  hours, 
3  doses 


20  c.c.  doses 


Results,  etc. 


Relief,   comfort,  and  sleep 
secured  without  di'ugs 


Always  less  restless  after 
injections,  child  extremely 
ill  (black  vomit),  but 
steady  improvement 

Very  mai-ked  improvement 
in  the  toxic  symptoms 
after  each  dose,  pulse 
slowed  and  vomiting 
ceased 

Improvement,  but  evidence 
bacteriological  rather  than 
clinical,  exudate  at  a  dis- 
tance contained  Bacillus 
coli,  pus  of  abscess  B.  coli 
and  a  stajjhylococcus 

General  improvement,  on 
one  occasion  temperatiire 
fell  from  1004  to  normal, 
and  piilse  from  124  to  104 
after  an  injection 

None,  child  moribund  when 
serum  given 

None,  child  moribund 


No  effect  on  pulse  or  tem- 
perature,possibly  arrested 
localisation  of  a  spreading 
pei'itonitis 

None,  desperate  case 

Certainly  relieved  the  toxic 
symptoms,  of  which  delir- 
ium was  a  prominent  one 

None 

Marked  improvement,  vo- 
miting ceased  (had  been 
black),  abscess  opened  8 
days  later 


No  effect  on  pulse  or  tern-    Died 
peratiu-e,    but     infection 
localised   down,  and   she 
survived  a  fortnight 


Died    21st    day,   loculated 
peritonitis 


Cvu-ed 


Died,  loculated  peritonitis 


Cm-ed,  rheumatism  14  days 
later 


Ciu'ed,  intra-cellular  Gram- 
negative  bacilli  in  exudate 


Died  within  a  few  hoixrs 


Died  within  a  few  hours 


Died 


Died 


Surgeon. 


Died  3rd  day 


Died 


Cui-ed 


Mr.  Makins. 


Mr.  Makins. 


Mr.  Sargent. 


Mr.  Makins 
(Mr.  Nitch). 


Mr.  Glutton 
(Mr.  Nitch). 


Mr.  Robin- 
son. 

Mr.  Battle 
(Mr.  Adams). 

Mr.  Robin- 
son. 


Mr.  Ballance 
(Mr.  Nitch). 
Mr.  Sargent. 


Mr.  Sargent 
(Mr.  Nitch). 
Mr.  Wallace. 


Mr.  Corner. 
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operation,  the  first  limited  to  drainage  only  under  the  impres- 
sion that  the  abscess  was  local. 

Case  6. — Single  small  injection  "vvhen  child  moribund. 
Case  7. — Appeared  to  assist  localisation  in  a  case  where 
the  colon  bacillus  was  the  only  organism  found  both  in  films 
and  cultures  of  the  exudate.     Survived  four  weeks.. 

Case  8. — No  effect ;  child  moribund  ;  C  days'  diffuse  peri- 
tonitis when  serum  given. 

Case  9. — No  effect  except,  perhaps,  assisting  a  localisation; 
death  delayed  until  tenth  day. 

Case  13. — Relief  of  tox^emic  symptoms ;  sleep  secured 
without  drugs;  assisted  localisation;  death  delayed  until 
twenty-first  day. 

Case  15. — A^ery  marked  improvement  after  each  dose, 
vomiting  ceased,  and  pulse  slowed;  localisation  apparently 
effected.     Died  of  loculated  peritonitis. 

Case  18. — No  effect  upon  a  child  desperately  ill  with  six 
days'  diffuse  peritonitis  and  moribund  when  serum  given. 
Case  19. — No  effect,  moribund  child  ;  similar  to  Case  18. 
Case  20. — No  effect  except  possibly  assisting  localisation. 
Case  21. — No  effect,  but  this  Avas  a  single  small  injection 
in  a  case  of  widespread  peritonitis  of  four  days'  history. 

Case  22. — Distinct  relief  of  toxic  symptoms  immediately 
after  injections. 

Case  23.  —  No  effect,  but  only  a  small  single  dose  given 
as  a  last  resort  two  days  after  operation. 

Case  25. — No  effect  except  assisting  in  localisation. 
Death  delayed  for  a  fortnight. 

Thus  six  cases — 6,  8,  18,  19,  21,  23 — should  be  subtracted 
from  the  fatal  ones  as  unfair  test  cases  ;  insufficient  dosage 
combined  with  probable  inabilit}-  on  the  part  of  the  patient  to 
absorb  and  make  use  of  the  antitoxic  bodies. 

All  the  rest  in  which  the  body  was  able  to  absorb  the 
serum  showed  some  improvement;  toxic  symptoms  were 
relieved ;  localisation  of  the  infection  was  in  many  cases 
effected,  and  death  w^as  delayed  in  many  instances  beyond  the 
time  usual  in  such  cases. 

The  first  trial  of  an  anti-coli  serum  at  St.  Thomas's 
Hospital  was  made  upon  a  case  of  acute  infection  of  the 
urinary  tracts  by  the  colon  bacillus.  The  case,  which  was 
under  the  care  of  Dr.  H.  Gr.  Turney,  presented  some  remark- 
able features,  and  the  apparent  effect  of  the  serum  was  very 
striking.  The  patient,  a  healthy  young  man,  set.  18,  gave  the 
following  history  :  Twelve  days  before  admission  he  was  com- 
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peting-  in  some  athletic  sports,  when, in  attempting  a  high  jump, 
he  strained  his  right  loin,  but  not  badly  enough  to  prevent 
him  from  taking  part  in  a  snbsequent  race.  Three  days 
later  he  began  to  have  severe  continuous  aching  pain  in  the 
back,  and  rapidly  became  very  ill.  Frequency  of  micturition 
Avas  a  marked  symptom ;  he  would,  with  pain,  pass  a  small 
quantity  of  urine  every  hour,  and  at  times  this  was  accom- 
panied by  some  bright  led  blood.  When  admitted  he  was 
tender  in  the  loins,  especially  on  the  right  side,  and  the 
abdomen  was  rigid.  The  tongue  was  dry  and  brown,  and  the 
temperature  10:3°  F. ;  on  the  day  after  his  admission  he  had  a 
rigor  and  vomited.  The  urine  was  acid,  contained  pus  and 
some  blood-cells.      Bacteriologically   tested  it  gave    a    pure 
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culture  of  a  colon  bacillus.  There  was  a  leucocytosis  amounting 
to  19,000.  The  blood-serum  gave  a  definite,  though  slight, 
agglutination  reaction  with  the  colon  bacillus  in  a  dilution  of 
1  in  20. 

For  four  davs  the  temperature  ranged  irregularly  between 
104-4°  and  101°  F.,  and  on  the  fifth  day  10  c.c.  of  the  anti- 
coli  serum  were  injected  subcutaneously.  Next  day  he  received 
40  c.c.  in  three  doses,  and  on  the  third  day  30  c.c.  in  tAvo 
doses.  From  the  time  that  the  serum  treatment  was  begun  the 
temperature  steadily  fell,  reaching  the  normal  on  the  seventh 
day.  The  eifect  on  the  general  and  local  conditions  was  no  less 
definite.  The  pain,  rigidity  and  tenderness  subsided;  the  tongue 
became  clean,  the  frequency  of  micturition  disappeared,  and 
the  patient  became  speedily  better.  There  still  continued  to 
be  a  large  quantity  of  pus  in  the  urine,  and  ten  days  later  the 
temperature  again  rose  and  the  symptoms  returned.     Three 


154     Mr.  G,  H.  Makiiis  ami  Mr.  Percy  Sargent's  note  on 

more  doses  of  serum  •svere  given,  witli  the  same  result  as 
before,  and  the  patient  made  a  steady  recovery.  The  specific 
agglutinative  reaction  of  the  blood-serum  remained  the  same 
aftei'  as  before  the  injection. 

COXCLUSIOXS. 

No  such  brilliant  results  can  be  claimed  for  the  serum 
as  are  obtained  in  the  case  of  diphtheria,  but  in  a  few 
isolated  examples,  which  really  form  a  large  proportion 
considering  how  little  the  serum  has  as  yet  been  employed,  it 
must  be  admitted  that  a  directly  curative  influence  has  been 
observed.  In  several  other  instances,  also,  the  effect  has  been 
such  as  to  justify  its  more  extensive  trial. 

It  must  be  emphasised,  moreover,  that  the  serum  has 
been  employed  only  in  cases  of  the  worst  type,  in  which 
the  nature  of  the  infection  and  the  condition  of  the  patient 
excited  the  gravest  apprehension. 

The  most  striking  features  observed,  after  its  use,  are  the 
general  improvement  in  the  patient's  comfort,  the  sequence 
of  quietude  or  sleep,  a  definite  fall  in  the  pulse-rate  and  the 
temperature,  either  temporary  or  continued,  and  in  many 
cases  the  relief  from  vomiting.  It  is  noteworthy  that  in  two 
of  the  successful  cases  "black  vomit,"  usually  a  fatal  prognostic 
sign,  had  continued  for  more  than  twenty-four  hours. 

A  local  influence  in  jin  increased  tendency  to  early  forma- 
tion of  adhesions  in  the  abdomen  has  also  been  observed,  to 
which  we  are  disposed  to  ascribe  the  prolongation  of  the 
course  of  the  disease  even  in  the  fatal  cases. 

The  above  results  appear  to  us  to  have  proved  that  the 
method  of  treatment  exerts  a  definite  influence  on  the  disease, 
and  that  it  is  in  no  respect  harmful  or  dangerous. 

These  conclusions  are  supported  by  the  opinion  of  an 
independent  observer  whose  vicAvs  will  carry  great  weight, 
namely.  Dr.  A.  K.  Gordon,*  of  Manchester.  Dr.  Gordon 
writes  as  follows  : 

"I  have  given  serum  Xo.  E140  in  three  cases  of  puerperal 
sepsis,  all  of  which  appeared  to  be  due  to  Bacillus  coll  as 
shown  by  the  presence  of  that  organism  in  cultures  taken 
from  the  interior  of  the  uterus,  care  being  taken  to  eliminate 
vaginal  organisms.  In  each  case  Bacillus  coli  appeared  in 
repeated  cultures  taken  on  successive  daj^s.  In  all  the  illness 
was  of  a  very  severe  type;  one  patient  died,  and  in  this  case 

*  Personal  communication. 
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I  performed  abdominal  liysterectomy  more  or  less  as  a  last 
resort.  From  the  uterus  in  that  case  cultures  taken  at  different 
layers  in  its  substance  all  showed  Bacillus  coll. 

"  Of  the  two  cases  that  recovered  I  am  certainly  of  the 
opiniou  that  the  serum  Avas  distinctly  useful,  in  fact,  the 
impression  on  my  mind  was  that  recovery  was  due  to  the  serum, 
as  I  had  not  seen  anything  like  it  in  similar  cases  whei'e  no 
serum  at  all  or  anti-streptococcus  serum  only  (given  empiri- 
cally) had  been  used.  It  is  true  that  in  each  case  the  uterus 
was  curetted  and  packed,  but  I  have  had  now  quite  a  large 
number  of  cases  which  have  been  treated  in  this  Avay  without 
any  serum  at  all.  In  one  of  these  two  cases,  however,  the 
group  of  symptoms  which  one  usually  attributes  to  serum,  viz. 
joint  pains,  pj'rexia,  and  an  urticarial  rash,  were  so  very  pro- 
longed and  severe  that  I  am  not  sure  that  the  remedy  was  not 
worse  than  the  disease. 

"■  I  should  add  that  as  far  as  my  experience  goes  the  serum 
made  from  puerperal  cases  only  seems  to  yield  as  good  results 
and  to  give  rise  to  fewer  serum  phenomena." 

In  the  cases  at  St.  Thomas's  Hospital  the  symptoms 
of  joint  pains,  rashes,  etc.,  were  only  observed  to  occur  in 
one  case  (16). 

The  serum  has  also  been  tried  in  a  few  chronic  cases  of 
colon-bacilluria,  but  without  effect.  In  fact,  it  seems  to  be  of 
no  use  unless  there  are  symptoms  of  acute  toxaemia  present. 
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XXIX. —  G astro -Enterostomy  fur  Chronic  Gastric 
Ulcer;  healiiKj  of  Ulcer  verified  at  Post-morteni 
Examination  twenty-eight  months  later.  By  James 
Sheerex,  F.R.C.S.  *  Bead  Maij  10,  1907. 

IT  is  the  experience  of  most  surgeons  that  gastro-enterostomy 
entirely  relieves  the  s^'mptoras  of  chronic  gastric  ulcer 
in  the  majority  of  cases.  But  it  rarely  happens  that  an 
opportunity  arises  of  minutely  examining  the  condition  of 
the  stomach  months  or  years  after  the  operation.  In  the  case 
which  I  am  about  to  describe  I  was  able  to  examine  the 
condition  of  the  stomach  twenty-eight  months  after  I  had 
performed  gastro-enterostomy  for  chronic  gastric  ulcer. 

The  case  seems  worthy  of  publication  for  I  have  been 
unable  to  find  record  of  a  similar  examination.  Paterson, 
in  his  Hun t e rian  Lectnres,  states  "that  although  as  yet  we 
have  no  pathological  evidence  that  gastro-jejuuostomy  bring-s 
about  healing  of  a  gastric  ulcer,  we  have  clear  clinical  evi- 
dence that  this  is  the  case."  Mayo  Robson  and  Moynihan 
mention  that  they  "  have  had  the  opportunity  of  examining 
the  anastomosis  months  after  the  original  operation,  and  in 
one  case  over  three  years  later."  The  opening  had  remained 
satisfactory  in  size.  But  no  mention  is  made  of  the  condition 
for  which  the  operation  Avas  performed. 

Thomas  C,  a3t.  46,  was  admitted  to  the  Poplar  Hospital 
under  the  care  of  my  colleague.  Dr.  Cecil  AVall,  in  October, 
1904. 

He  was  a  spare,  sallow  man,  and  had  been  suifering  from 
gastric  trouble  for  six  years.  His  illness  began  with  pain 
after  food,  relieved  by  vomiting;  shortly  after  the  onset  of 
syjnptoms  he  was  treated  in  an  infirmary  for  neurasthenia 
(according  to  the  account  given  by  the  patient)  for  nine 
months.  At  the  end  of  this  time  he  was  well  enough  to 
resume  work  as  a  porter,  but  the  symptoms  recurred  after  a 
short  time.  His  condition  varied  from  time  to  time,  improv- 
ing with  rest  and  diet,  relapsing  on  resuming  work ;  for 
more  than  nine  months  previous  to  admission  to  Hospital  he 
had  been  away  from  his  work  and  had  spent  most  of  the  time 
in  bed,  unable  to  take  solid  food  and  suffering  severe  pain 
after  the  ingestion  of  the  lightest  diet. 

On  abdominal  examination  the  stomach  did  not  appear  to 
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be  dilated  and  no  tumour  was  felt,  but  there  was  deep 
tenderness  in  the  epigastric  region. 

The  diagnosis  seemed  obvious  and  operation  was  indicated. 

On  October  31,  1904,  I  exposed  the  stomach  and  found 
on  its  anterior  surface,  midway  between  the  pjdorus  and 
cardia,  a  whitish,  hard,  puckered  area  spreading  up  to  the 
lesser  curvature  and  on  to  the  posterior  surface  of  the 
stomach  (saddle-shaped  ulcer).  The  posterior  surface  of  the 
stomach  was  adherent  to  the  pancreas.  The  pylorus  was 
patent  and  the  stomach  not  dilated. 

Posterior  gastro-enterostomy  was  impossible;  I  therefore 
performed  an  anterior  operation  by  suture  making  a  two-inch 
anastomotic  opening  in  the  lowest  part  of  the  stomach  close 
to  the  greater  curvature.  I  brought  the  jejunum  to  the 
stomach  after  Brenner's  method  through  an  opening  made  in 
the  transverse  meso-colon  and  great  omentum,  and  made  the 
communication  close  to  the  duodeno-jejunal  junction,  no  loop 
being  left  on  the  proximal  side  of  the  anastomosis. 

His  after-progress  was  uneventful.  He  lost  all  his  sym- 
ptoms, took  food  ravenously  and  rapidly  put  on  weight ;  on 
his  discharge  he  was  eating  ordinary  food  and  expressed 
himself  as  being  quite  well. 

I  saw  him  in  June,  1905 ;  at  this  time  he  was  doing  his 
work  as  a  porter  and  had  had  no  return  of  his  symptoms. 
In  January,  1906,  he  wrote  to  me  saying:  "  I  am  quite  well  and 
think  the  operation  successful."  I  then  lost  sight  of  him 
owing  to  his  change  of  address.  On  December  15,  1906,  he 
came  to  my  out-patients'  at  the  London  Hospital  complaining 
of  pains  in  the  head  and  "  low "  feelings.  He  said  he  had 
remained  quite  Avell  until  fourteen  days  before  coming  to  see 
me.  He  had  had  no  digestive  troubles  of  any  kind  and  was 
taking  ordinary  food.  He  was  out  of  work  and  melancholic, 
his  mental  condition  bordering  on  the  insane,  so  that  I 
endeavoured  to  keep  him  under  observation  with  a  view  to 
the  necessary  treatment;  but  this  I  was  unable  to  do,  and 
was  therefore  not  surprised  to  find  on  my  visit  to  Poplar 
Hospital  on  February  18  that  he  had  been  admitted  the 
previous  day,  having  cut  his  throat.  He  died,  and  the  post- 
mortem examination  was  made  the  following  day. 

On  opening  the  abdomen  it  was  difficult  to  realise  that 
he  had  had  any  severe  abdominal  lesion.  There  were  no 
visible  adhesions  and  the  stomach  presented  a  normal  appear- 
ance on  superficial  examination.  On  looking  more  closely  the 
portion  of  jejunum  anastomosed  to  the  stomach  was  almost 
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embedded  in  tlie  great  omentum^  thus  rendering  its  detection 
difficult  and  the  portion  of  the  stomach  to  which  the  anasto- 
mosis had  been  made  had  become  its  lowest  part.  On 
opening  the  stomach  the  fingers  at  once  slipped  into  the 
anastomotic  opening  and  it  was  difficult  to  pass  to  the 
pylorus. 

The  whole  stomach  and  duodenum  were  removed  together 
with  the  pancreas.  On  opening  the  stomach  widely  I  found 
at  first  no  trac6  of  the  large  ulcer  that  had  been  present 
twenty-eight  months  before.  On  more  careful  search  there 
were  traces  of  scarring  on  the  anterior  wall  seen  on  holding 
this  portion  of  the  organ  to  the  light ;  on  the  posterior 
surface,  on  separating  the  folds  of  mucous  membrane,  the 
typical  puckei'ed  scar  was  seen  adherent  to  the  pancreas  over 
an  area  about  the  size  of  a  sixpenny  piece.  This  was 
depressed  below  the  level  of  the  surrounding  mucous  mem- 
brane, but  there  was  no  loss  of  continuity.  The  anastomotic 
opening  admitted  two  gloved  fingers  and  the  mucous  mem- 
brane of  the  stomach  was  smoothly  continuous  with  that  of 
the  jejunum  ;  the  pylorus  was  patent. 

Microscopic  sections  of  the  scar  showed  that  the  ulcer 
had  healed  completely.  There  was  an  increase  of  fibrous 
tissue  in  the  submucous  coat  and  the  muscular  tissue  was 
irregular  and  thinned,  drawn  up  towards  the  mucous  coat  and 
infiltrated  with  fibrous  tissue.  There  Avere  several  micro- 
scopic cysts  in  the  deeper  layers  of  the  submucosa.  The 
mucous  membrane  Avas  thinner  than  normal  and  the  gland 
tubules  irregular. 

This  case  illustrates  several  important  points  in  the 
surgery  of  gastric  ulcer.  It  demonstrates  the  excellent 
result  obtained  by  gastro-enterostomy  even  when  the  ulcer 
is  on  the  lesser  curvature  free  from  the  pylorus  and  not 
causing  obstruction ;  also  that  the  anastomotic  opening  may 
remain  perfectly  patent  for  over  two  years  in  the  absence  of 
any  pyloric  obstruction,  and  confirms  the  view  held  by  most 
English  surgeons  that  gastro-enterostomy  and  not  excision 
is  the  operation  of  choice  even  in  chronic  gastric  ulcers  situ- 
ated elsewhere  than  the  pylorus. 
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XXX. —  Upon  tlie  Extent  to  which  WidoVs  Reaction 
persists  after  Becoverij  from  Ti/pJioid  Fever.  By 
Herbert  French,  M.A.,M.D.(dxoii),  and  Maukioe 
Gr.  LouissoN,  M.B.     Bead  May  10,  1907. 

hitroduction. — It  not  infrequently  happens  that  hospital 
patients  present  themselves  with  s^ymptoms  which  suggest 
the  possibility  of  typhoid  fever,  and  yet  give  a  history  of 
having  had  typhoid  fever  or  some  febrile  attack  which  was 
thought  to  be  typhoid  fever  previously.  The  question  at 
once  arises  Avhether  a  positive  Widal's  reaction  in  such  cases 
favours  the  diagnosis  of  typhoid  fever  for  their  present 
trouble,  or  whether  it  may  not  be  due  to  the  former  attack. 
The  statements  upon  this  subject  inmost  text-books  are  very 
indefinite  ;  sometimes  the  teaching'  is  (12)  to  the  effect  that 
the  Widal  test  may  remain  positive  for  months  and  years 
after  the  typhoid  fever;  in  other  books  (1)  that  the  reaction 
gradually  diminishes  in  intensity  until,  after  a  few  years,  it 
disappears  entirely. 

The  u-orh  (f  others. — There  seem  to  be  few  statistics  upon 
the  matter.  Widal  himself  (13)  repeated  his  test  in  seven 
cases  one  year  after  typhoid  fever,  and  found  the  reaction 
negative  in  six,  positive  in  one  only.  Laming  Evans  (3)  and 
Jorgensen  (6)  both  worked  rather  from  the  point  of  view  of 
comparing  the  bactericidal  with  the  agglutinative  power 
of  the  serum  than  from  that  of  observing  how  long  it  was 
possible  to  get  a  positive  Widal's  reaction  after  the  fever  was 
past.  Evans,  using  the  sedimentation  method,  repeated  the 
Widal  test  in  twenty-two  patients  at  intervals  of  two  to 
fourteen  months  after  typhoid  fever,  and  found  it  positive  in 
five.  Jorgeusen,  on  the  other  hand,  found  that  the  agglutina- 
tive power  of  the  serum  diminished  very  rapidly ;  it  would 
rise  again  during  a  relapse,  but  when  the  typhoid  fever  was 
over  the  reaction  became  quite  negative  in  a  very  few 
months.  He  expresses  his  results  in  the  form  of  diagrams, 
the  following'  being  a  typical  example  : 
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#  =  Potency  of  the  agglutinating  power  of  the  serum. 

•  =  The  temperature  of  the  patient. 

At  the  end  of  this  paper  will  be  found  references  to  articles 
by  other  observers  who  have  repeated  the  Widal  test  in  small 
numbers  of  patients,  but  nowhere  have  we  been  able  to  find  any 
statistics  covering  a  considerable  number  of  consecutive  cases. 

The  scope  of  the  presf^nt  icork. — Wishing  to  find  out  what 
was  the  likelihood  of  a  Widal  reaction  persisting  for  months 
or  years  after  typhoid  fever,  we  made  a  list  of  all  the  patients 
Avho  had  given  positive  reactions  when  ill  with  typhoid  fever 
in  Gruy's  Hospital ;  wrote  to  each  patient,  traced  as  many  as 
we  could,  sent  for  these,  or  went  to  see  them,  and  repeated 
the  Widal  test  upon  them  in  the  usual  way.  Our  difficulty 
has  been  to  trace  the  patients  ;  a  great  many  hospital  cases 
change  their  addresses  frequently,  and  cannot  be  followed ; 
out  of  281  we  have  been  fortunate  in  finding  135  again. 

The  blood  was  taken  in  a  Widal  tube,  and  in  each  case 
sent  to  the  Bacteriological  Laboratory  for  examination  in  the 
routine  way.     The  method  adopted  was  that  of  the  hanging 
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drop,  Avitli  dilutions  of  tlie  serum  1  in  20  and  1  in  200,  as 
described  in  detail  by  Pakes  (11).  The  examining  bacterio- 
logist saw  none  of  the  patients,  and  had  no  knowledge  as  to 
Avhether  the  typhoid  fever  was  recent  or  long  past.  The 
results,  therefore,  are  exactly  comparable  to  those  that  would 
be  obtained  in  patients  who  were  actually  ill.  In  all  cases 
the  cultures  of  tj-phoid  bacilli  clumped  readily  with  the  serum 
of  patients  suffering  from  typhoid  fever  in  the  wards  at  the 
same  time,  and  such  patients  served  as  controls  throughout 
the  research.  Our  best  thanks  are  due  to  Dr.  Eyre  and 
Dr.  Bainbridge  Ijoth  for  help  in  carrying  out  the  serum  tests 
and  for  valuable  suggestions  as  to  special  points  in  the  work. 
The  standard  positive  WidaVs  test. — As  Pakes  (11)  clearly 
showed,  a  positive  Widal's  reaction  should  be  defined  as  a 
complete  clumping  of  the  typhoid  bacilli  within  half  an  hour 
Avhen  mixed  with  serum,  the  dilution  being  1  in  200.  He 
showed  that  out  of  -326  cases  in  which  the  Widal  test  was 
tried  121  proved  not  to  be  typhoid  fever,  and  not  one  of  these 
gave  the  clumping  in  half  an  hour  with  1  in  200  dilution  of 
the  serum.  When  less  dilution  is  employed  clumping  may 
be  partial  or  complete  even  when  the  patient  has  no  typhoid 
fever.  With  a  dilution  of  1  in  20,  for  example,  complete 
clumping  within  half  an  hour  is  not  sufficient  evidence  by 
itself  that  the  patient  has  typhoid  fever ;  such  reaction  is 
suggestive  but  is  not  conclusive.  In  all  our  cases  the  Widal's 
test  during  the  original  typhoid  fever  was  complete,  that  is  to 
say,  the  patient's  serum  at  that  time  clumped  the  typhoid 
bacilli  in  a  hanging  drop  preparation  within  half  an  hour 
when  the  dilution  of  the  serum  was  1  in  200.  We  have  kept 
to  the  same  standard  in  repeating  the  test,  every  specimen 
being  examined  in  dilutions  of  both  1  in  20  and  1  in  200,  and 
the  re.sults  recorded  after  the  preparations  had  been  standing 
fifteen  minutes  and  thirty  minutes.  Expressed  as  formulge, 
the  following  represent  the  various  degrees  of  reaction  : 

(1)   Xegative  reactions. 


Dilution 

of  serum. 

5    % 

Minutes. 
0            15           30 

Dilution 
of  serum.         0 
.          5    % 

Minutes. 
15           30 

—           ± 

0-5% 

-           -           - 

0-57o           - 

-            - 

(2)   Par 

tial  reactions. 

Dilution 

of       Minutes, 
serum.  0    15    30 

5    % + 

0-0%     -     -    - 

Dilution 

of        Minutes, 
serum     0    15    30 

.     5    %    -    =    + 
.     0-5%    -    _    - 

Dilution 

of          Minutes. 

serum.     0    15    30 

.      5    %     -    +     + 

.      0-5%     -    -    - 

Dilution 

of        Minutes, 
serum.    0    15    30 

5   7o    -  ±  + 
0-5%    -    -    -+- 
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(o)   Positive  reactions. 
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The  results  ohtainecl. — The  results  obtained  are  given  in  a 
list  at  the  end  of  the  paper,  grouped  according  to  the  degree 
o£  the  reaction.  The  table  on  page  163  g-ives  a  summary  ot  the 
total  135  cases. 

It  thus  appears  that  although  in  the  great  majority  the 
reaction  becomes  entirely  negative  after  recovery  from  typhoid 
fever,  a  positive  Widal's  reaction  may  persist  in  7'5  cases  out 
of  100,  whilst  in  22'o  other  cases  there  is  a  partial  persistence 
of  the  reaction. 

The  question  at  once  arises  whether  the  persistence  is 
only  for  a  short  time  after  the  fever,  or  whether  it  may  go 
on  indefinitely.  In  the  following-  table  the  cases  are  arranged 
according  to  the  time  that  had  elapsed  between  the  typhoid 
fever  and  the  repetition  of  the  Widal's  test : 

Table  giving  the  ]iercentages  of  Negative,  Partial,  and  Positive 
Widal  Reactions  at  various  intervals  after  the  original 
Typhoid  Fever  and  Positive  Reaction. 


Negative  re- 

Partial re- 

Pos 

tive  re- 

actions. 

actions. 

actions. 

Interval  between  the  orisrinal 

positive  Widal's  reaction  and  the 

time  of  its  repetition. 

.  o 

i 

Total 
Xo.  of 
cases. 

Pi    O 

1 

ll 

Between  1  montli  and  3  months 

2 

4:0 

3 

60 

0 

1    ^ 

5 

„        3  months  and  6     ,, 

4 

67 

2 

33 

0 

0 

6 

„       6          „            1  year 
„       1  year    and    2  years 

3 
14 

100 

78 

0 
:     4 

0 
22 

0 
0 

0 
0 

3 

18 

„       2  years            3  '   „ 

13 

81 

0 

0 

3 

19 

16 

„        3         „             4      „ 

7 

100 

0 

0 

0 

i       0 

7 

„       4         „             5      „ 

18 

86 

2 

10 

1 

1       4 

21 

„       o         „             6      „ 

12 

67 

5 

28 

1 

5 

18 

„       6        „            7      „ 

6 

40 

8 

53 

1 

7 

15 

„       7         „            8      „ 

7 

54 

2 

15 

4 

31 

13 

„       8        „            9      ,. 

4 

50 

3 

38 

1 

12 

8 

„       9        „           10      „ 

4 

80 

1 

i 

20 

0 

0 

5 

It  will  be  seen  that  time  has  very  little  influence  upon  it. 
Apparently  if  the  serum  is  going  to  retain  its  agglutinative 
power  at  all  it  may  do  so  for  many   years.     In   the   above 
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table  it  is  obvious  that  the  figures  to  be  dealt  with  are  far  too 
small  for  any  but  the  broadest  conclusions  to  be  drawn  from 
them,  but  it  is  clear  that  the  WidaFs  reaction  may  in  many 
cases  disappear  in  a  very  short  time,  and  yet  in  a  few  may 
persist  for  well  over  eight  years  at  least.  The  test  has  not 
been  in  vogue  long  enough  for  cases  to  have  been  followed 
up  for  periods  of  greater  length  than  this. 

Another  question  which  arises  is  whether  the  age  of  the 
patient  at  the  time  of  the  typhoid  fever  has  any  effect  upon 
the  persistence  of  the  Widal  reaction.  In  the  following  table 
our  cases  are  grouped  according  to  age,  and  it  is  quite  clear 
that  the  "Widal  reaction  is  no  more  likely  to  persist  when  the 
typhoid  fever  occurs  at  one  age  than  it  is  at  any  other : 

Table  of  Gases  groiii^ed  according  to  the  Age  of  each  Patient  at 
the  time  of  the  Typhoid  Fever. 


Age  of  patient  at  the  time  of 
the  typhoid  fever. 

Nesrative  re- 
actions now. 

Partial  re- 
actions now. 

Positive  re- 
actions now. 

No.  of 
cases. 

No.  of      Per- 
•  cases,  centage. 

1 
No.  of       Per- 
cases.  1  centage. 

No.  of 
cases. 

Per- 
centage. 

5  years  old  or  under 
Between  5  and  10  years 
„       10  and  15     „ 
15  and  'lO     „ 
20  and  30     „ 
30  and  40     „ 
40  and  50     „ 

5            72 
25            76 

19  83 

20  '       67 
13            59 
11            58 

1          100 

1             14 
6            IS 
3            13 
8            27 
6            27 
6            31 
0              0 

1 
2 
1 
2 
3 
2 

0 

14 
6 
4 
6 
14 
11 
0 

7 
33 
23 

30 

22 

19 

1 

When  we  investigate  the  influence  of  sex,  however,  we  find 
that  females  appear  much  less  likely  to  have  a  persistent 
Widal's  reaction  than  do  males  : 

Table  in  ichich  the  Cases  are  divided  according  to  Se,v. 


Reaction  negative. 

Reaction  partial. 

Reaction  positive. 

1 

Total  No. 
of  cases. 

No.              P^"-- 
centage. 

No               ^e^- 
centage. 

N. 

Per- 
centage. 

Males 
Females  . 

59       ,       65 
35              80 

21              23 

9              20 

11 
0 

12 
0 

91 

44 

1 

ichich   WidaVs  Reaction  'persists  after  Typhoid  Fever.     165 


It  is  true  that  tlie  total  number  of  cases  should  be  much 
larger  than  our  135  to  make  the  point  absolutely  certain.  It 
is,  we  think,  very  unlikely  that  females  never  exhibit  a  persis- 
tent serum  reaction,  but  seeing  that  11  per  cent,  of  our  male, 
and  not  one  of  our  female  patients  had  a  persistent  positive 
WidaPs  test,  the  above  figures  are  probably  more  than  mere 
coincidence 

In  attempting  to  find  some  cause  for  the  persistence  of 
the  positive  reaction  in  those  cases  who  had  it,  we  made  notes 
before  the  blood  was  tested  of  any  prominent  complications 
or  sequelae  that  were  attributed  by  the  patients  to  their 
typhoid  fever.  In  the  list  at  the  end  of  the  paper  these  are 
noted ;  when  no  note  is  made  it  implies  that  the  patient  had 
had  ordinary  enterica  without  sequoias.  We  have  picked  out 
the  cases  in  which  some  suppurative  lesion  followed  the  fever, 
and  tabulated  them  as  follows : 

Tlie  Influence    of  Persistent   Post-typhoid  Snpjniration   upon 
Persistence  of  the  Positive  Widal's  Reaction. 


"Widal's  re- 
action now 
negative 


Widal's  re- 
action now 
partial 


Widal's  re- 
action still 
positive 


Case 
No. 


19 


46 


85 


125 

128 
130 


Post-typhoidal  oton-licea  still  ") 
dischargino;  right  ear  | 

Post-typhoidal  otorrhcea  quies-  [ 
cent  for  S  months  f 

Purulent  discharge  from  right  | 
nostril  ever  since  tj'phoid  J 

Xo  case  of  persistent  suppura- 
ting post-typhoidal 

Post-typhoidal  empyema  dis-  ^ 
charging  for  years  ! 

Post-typhoidal  otorrhcea  still  ! 
discharging  both  ears  ( 

Post-typhoidal  otoiThoea  still  | 
discharging  both  ears  J 


i.  e.  out  of  94 
cases  3  had  per- 
sistent suppu- 
ration, =  3% 


i.  e.  out  of  11 
cases  3  had  per- 
sistent suppu- 
ration, =  27% 


It  will  be  seen  that,  although  post-typhoidal  suppuration 
such  as  otitis  media  or  empyema  seems  to  render  the  patient 
rather  more  liable  to  a  persistent  Widal  reaction,  the  latter 
mav  persist  without  any  such  cause ;  and  as  far  as  Ave  have 
been  able  to  judge  there  is  no  clinical  means  of  picking  out 
those  cases  in  which  the  Widal  reaction  will  persist  from 
those  in  which  it  will  not.     This  agrees  with   the  Adews  of 
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Jorgenson  (6)  and  others,  namely,  that  the  activity  of  the 
serum  I'eaction  bears  no  direct  relation  to  the  severity  of  the 
disease. 

COXCLUSIOXS. 

Our  conclusions  are : 

(1)  That  in  most  cases  the  AVidal's  reaction  disappears 
rapidly  after  the  typhoid  fever. 

(2)  That  in  7*5  per  cent,  of  our  cases  it  remains  positive, 
and  may  remain  so  for  over  eight  years,  and  we  do  not  know 
how  much  longer. 

(3)  That  the  age  of  the  patient  at  the  time  of  the  typhoid 
fever  has  little  or  no  influence  on  the  likelihood  of  this  persis- 
tence of  the  WidaFs  reaction. 

(4)  That  the  Widal's  reaction  is  apparently  more  liable  to 
persist  in  males  than  it  is  in  females. 

(5)  That  the  presence  of  post-typhoidal  suppuration  some- 
what increases  the  likelihood  of  this  persistence,  but  is  not  its 
only  cause. 

(6)  That  the  cause  of  the  persistence  is  not  known  in  most 
cases;  and  that  it  is  not  possible  clinically  to  say  which 
patient  will  and  which  Avill  not  give  a  positive  Widal's  reaction 
for  years  after  typhoid  fever. 

(7)  That  in  any  given  patient,  therefore,  in  whom  the 
present  symptoms  might  be  due  to  typhoid  fever,  and  in  whom 
there  is  a  possibility  of  a  previous  attack,  the  presence  of  a 
complete  positive  Widal's  reaction  will  leave  a  7'5  per  cent, 
doubt  as  to  whether  this  reaction  is  due  to  former  enterica 
rather  than  to  the  present  illness.  The  great  probability  is 
that  a  comjDlete  positive  Widal's  reaction  indicates  present 
typhoid  fever. 

Table  of  Cases  ix  which  the  Widal  Test  with  Bacjlll's 
Typhosus  was  Repeated  Months  or  Yeaes  after  the 
Widal  Test  was  Positive  during  Typhoid  Fever. "^ 

GrKOUP  A.t — Cases  in  u-Jiich  no  Beaction  occurred  even  in  the 
Serum  Dilxdecl  only  1  in  20. 

Dilution  Minutes, 

of  serum.  0  15  30 

5    % 

0-5%  _  _  _ 

*  The  cases  were  all  clinically  ixndoixbted  cases  of  typhoid  fever ;  by 
"  positive  Widal's  test "  is  understood  clumping  of  the  Bacillus  typhosus 
■vvithin  half  an  hour  -when  mixed  with  seriim  dikated  1  in  200  (Pakes). 

t  Groups  A  and  B  are  "  negative  reactions '"' :  Groups  C,  D,  and  E  are 
"  partial  reactions  "  :  Groups  F,  G,  and  H  are  "  positive  reactions." 
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i 

Age  of  patient 

Interval  between 
cirig-inal  positive 

Case 
Xo. 

Sex  of 
patient. 

at  the  time  of 

the  typhoid 

fever. 

1 

Widal  reaction  and 
the  time  of  repeti- 
tion of  the  AVidal 

test. 

Special  remarks. 

Years. 

]          Yrs.    Mos. 

1 

Male 

14 

1           9        9 

Had  typhoid  fever  twice, 
once  in  1895,  again  in  1897. 
Was  in  Guy'^s  Hospital 
with  each  attack. 

2 

Female 

35 

9         5 

Married. 

3 

jj 

9 

9         5 



4 

Male 

20 

9         2 



5 

jj 

29 

8       11 



6 

„ 

20 

8         4 



7 

« 

20 

8         1 



8 

10 

8         0 



9 

jj 

10 

7       10 



10 

Female 

20 

I         "^ 

Married. 

11 

Male 

16 

7         .5 



12 

Female 

13 

7         5 



13 

jj 

27 

7         2 

Single. 

14 

Male 

33 

6         9 



15 

„ 

35 

6         8 



16 

„ 

12 

6        7 



17 

" 

6 

6        7 

Blepharitis,  little  or  no  dis- 
charge. 

18 

,j 

6 

6        3 



19 

Female 

5 

6        0 

Otitis  media  after  tj-phoid, 
right  ear  still  discharges. 

20 

Male 

17 

5       11 



21 

Female 

39 

5       10 

ilarried. 

22 

Male 

17 

5       10 



23 

Female 

12 

5       10 



24 

Male 

5 

5         8 



25 

jj 

5 

5         7 



26 

,, 

10 

o          7 



27 

Female 

32 

5         7 

Single. 

28 

Male 

16 

5         4 



29 

^j 

31 

5         3 



30 

Female 

11 

5         2 



31 

Male 

12 

5         0 



32 

Female 

7 

4       11 



33 

Male 

19 

4       10 



34 

jj 

11 

4       10 



35 

Female 

11 

4         9 



36 

Male 

9 

4         9 

Brother  of  35. 

37 

Female 

26 

4         8 

Married. 

38 

„ 

8 

4         8 

Has  chorea  and  endocarditis. 

39 

Male 

16 

4         7 



40 

„ 

19 

4         6 



41 

Female 

1 
1 

8 

4         5 

Just  convalescent  from  se- 
vere scarlatina. 

42 

Male    j 

12 

4         4 

— 
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Interval  between 

Age  of  patient 

orisriual  positive 

Case 

Sex  of 

at  the  time  of 

Widal  reaction  and 

Special  remarks. 

No. 

patient. 

the  tn^lioid 

the  time  of  repeti- 

fever. 

tion  of  the  Widal 
test. 

Tears. 

Yrs.    Mos. 

43 

Male 

7 

4         3 

— 

44 

Female 

22 

4         3 

Married. 

45 

31 

4         2 

Married. 

46 

Male 

18 

4          1 

Had  had  otorrhea  for  3^ 
years,  post-typhoidal.  It 
stopped  eight  mouths  ago. 

47 

jj 

18 

4          1 

— 

48 

Female 

5 

4         0 

— 

49 

Male 

12 

3       11 

— 

50 

6 

3        11 

— 

51 

Female 

18 

3         9 

Single  at  time  of  typhoid 
fever.     Married  now. 

52 

31 

3         8 

Married. 

53 

» 

26 

3         7 

Pregnant  six  months  when 
Widal  relocated. 

54 

^j 

28 

3         3 

Single. 

55 

Male 

28 

3         0 

— 

56 

41 

3         0 

— 

57 

21 

3         0 

— 

58 

13 

3         0 

— 

59 

" 

7 

3         0 

Has  many  glands  in  neck, 
?  tuberculous. 

60 

Female 

14 

3         0 

— 

61 

Male 

10 

2       11 

— 

62 

jj 

19 

2         7 

— 

63 

J, 

9 

2         7 

— 

64 

Female 

25 

2         6 

Single. 

65 

Male 

9 

2         3 

— 

66 

,, 

12 

1       10 

— 

67 

J, 

10 

1         9 

— 

68 

J, 

17 

1         8 

— 

69 

Female 

28 

1         8 

Married. 

70 

27 

1         5 

Married. 

71 

15 

1         4 

— 

72 

Male 

6 

1         4 

Has  double  otitis  media,  but 
this  dates  from  scarlatina 
at  two. 

73 

Female 

21 

1         4 

Single. 

74 

Male 

6 

1         3 

— 

75 

jj 

6 

1          2 

— 

76 

„ 

9 

1         0 

— 

77 

7 

0         7 

— 

78 

Female 

5 

0         6 

"  Chest  bad  and  going  thin." 

79 

j^ 

10 

0         4 

—  " 

80 

^, 

16 

0         2 

— 

81 

Male 

12 

0         2 

~ 
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Group  B. —  Cases  in  ichich  an  indefinite  Reaction  occurred  in 
thirty  mimites  u-ith  Serum  dihited  1  in  20,  hut  no  Reaction 
occurred  ivith  Serum  diluted  1  in  200,  nor  icith  1  in  20  in 
less  than  thirty  minutes. 

Dilution 

of  serum.  0 

o    %  — 

0-5% 


Minutes. 
15 


30 


Case 

Sex  of 

No. 

patient. 

82 

Male 

83 

jj 

84 

,, 

85 

» 

86 

: 

87 

Female 

88 

Male 

89 

J, 

90 

J, 

91 

Female 

92 

" 

93 

94 

Male    j 

Interval  between 

Age  of  patient       original  positive 

at  the  time  of     Widal  reaction  and 

the  typhoid     ,    the  time  of  repeti- 

fever.  tion  of  the  Widal 

test. 


Years. 
13 
17 
12 
35 


12 
32 
13 
10 
9 
26 
38 


17 
16 


Yrs. 

8 


Mos. 

1 
10 

6 


0 

n 


11 


Special  remarks. 


Has  frequent  epileptic  fits. 

Has  had  ptii'iilent  discharge 
from  right  nostril  ever 
since  typhoid  fever. 

MaiTied. 

Brother  of  66. 

Married. 

Married.  Was  pregnant  diu'- 

ing   tj-phoid.      Baby  bom 

dead  later. 
Single. 


Group  C. — Cases  imvhich  a  definite  Reaction  occurred  in  thirty 
minutes  tcith  Serum  diluted  1  in  20.  hut  no  Reaction 
occurred  tcith  Serum  diluted  1  in  200,  nor  icith  1  i)i  20  in 
less  than  thirty  minutes. 

Dilution 

of  serum.  0 

o    %  — 

0-5% 


95 
96 
97 
98 


Minutes 
15 


Years. 

Male  13 

25 

Female  20 

31 


Mos. 

4 

2 

1 
10 


Interval  between 

Age  of  patient 

original  positive 

Case 

Sex  of 

at  the  time  of 

"Widal  reaction  and 

Special  remarks. 

Ko. 

patient. 

the  tjiihoid 

the  time  of  repeti- 

fever. 

tion  of  the  "Widal 
test. 

Single. 

Married.     Is   convalescing 
from  influenza. 
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Interval  between 

1 

Aee  of  patient 

orig^iual  positive 

Case 

Sex  of 

at  the  time  of 

Widal  reaction  and 

Special  remarks. 

Xo. 

patient. 

the  tvphoid 

the  time  of  reijeti- 

fever. 

tion  of  the  Widal 
test. 

Years. 

Yrs.     Mos. 

99 

Female 

24 

6        10 

Married. 

100 

Male 

26 

6          9 

— 

101 

Female 

6- 

6         9 

— 

102 

Male 

8 

6         0 

103 

Female 

22 

5         9 

Married.    Is  no-n'  pregnant. 

104 

Male 

o 

5         4 

— 

105 

21 

.5          2 

— 

106 

19 

4         .5 

— 

107 

Female 

18 

1          1 

Single. 

108 

Male 

18 

0         5 

Cough   ever   since.     Looks 
well. 

Gkocp  D. — Cases  in  u-hich  a  definite  Reaction  occurred  in  fifteen 
minutes  icith  Serum  diluted  1  in  20,  hid  no  Reaction 
occurred  icith  Serum  diluted  1  in  200. 


Dilution 
of  serum. 

5    % 

0-5% 


Minutes. 
15 


Intei-val  Ijetween 

Age  of  patient 

original  positive 

Case 

Sex  of 

at  the  time  of 

Widal  reaction  and 

Special  remarks. 

Xo. 

patient. 

the  tvijhoid 

the  time  of  repeti- 

fever. 

tion  of  the  Widal 
test. 

Years. 

Yrs.    M..S. 

109 

Male 

10 

9         3 

Has  bad  acne  of  face  and 
back. 

110 

9 

8         7 

— 

HI 

16 

7         1 

Has  had  bad  Malta  fever 
since;  also  vesical  calcu- 
lus. 

112 

" 

31 

6       10 

— 

113 

7 

6        6 

— 

114 

jj 

17 

6         5 

— 

115 

jj 

21 

6         5 

— 

116 

19 

5         9 

— 

117 

Female 

13 

4         3 

— 

118 

Male 

32 

0         1 
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(tEOdp  E. — Cases  in  vchich  an  indefinite  Reaction  occurred  with 
Serum  diluted  1  in  200  in  thirty  minutes. 

Dilution  Jlinutes. 

of  sennri.  0                     15  30 

5    %  -                  ^  + 

0-5%  -                  -  ± 


Interval  between 

Case 

Sex  of 

Ag-e  of  patient 
at  the  time  of 

orig^inal  positive 
AVidal  reaction  and 

Special  remarks. 

No. 

patient. 

the  typhoid 
fever. 

the  time  of  repeti- 
tion of  the  Widal 

test. 

Years. 

Yrs.     Mos. 

1 

119 

Male 

38 

1         6 

— 

120 

6 

1         3 

Has  a  cardiac  lesion. 

121 

Female 

34 

1         2 

Eheumatism  and  dyspepsia 
ever  since. 

122 

Male 

13 

0         4 

— 

123 

Female 

17 

0         3 

Single. 

124 

31ale 

37 

0         3 

Group  F. — Cases  in  u-hich  a.  definite  Reaction  occurred  icith 
Serum  diluted  1  in  200  in  thirty  minutes,  hid  no  Reaction 
occurred  with  1  in  200  in  fifteen  minutes. 

DUution 


of  serum. 
5    % 
0-5% 


Jlinutes. 
15 

± 


30 


Interval  between 

Aee  of  patient 

oriciual  positive 

Case 

Sex  of 

at  the  time  of 

Widal  reaction  and 

Special  remarks. 

No. 

patient. 

the  typhoid 

the  time  of  repeti- 

fever. 

tion  of  the  Widal 
test. 

Years. 

Yrs.     Mos. 

125 

Male 

34 

8          1 

Empyema  foil owedtj'plioid. 
The  sintis  discharged  till 
qtiite  recent!}',  thovigh  to-  , 
day  it  was  healed  over. 

126 

„ 

8 

7         9 

127 

2.5 

7         8 

—                        1 

128 

17 

7         5 

Doiihle   otitis   media  after  | 
typhoid ;  still  discharging 
occasionally. 

129 

28 

6       10 

— 

130 

11 

5       10 

Double  otitis   media  after  | 
typhoid.      Had    mastoid 
operation  in  London  Hos- 
pital   nine    months    ago.  , 
Both  ears  discharge  occa-  1 
sionally  still.                          1 

131 

" 

7 

2         7 

~ 
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Group  G. —  Cases  in  ichich  a  definite  Reaction  occurred  with 
Serum  diluted  1  in  200  in  tliirty  minutes,  and  a  partial 
Reaction  occurred  icith  1  in  200  in  fifteen  minutes. 


Dilution 

of  senun. 

5    % 

0-57o 


Minutes. 

15 

30 

+ 

+ 

± 

+ 

Case 

No. 

Sex  of 
patient. 

Age  of  patient 

at  the  time  of 

the  trphoid 

fever 

Interval  between 
original  positive 
Widal  reaction  and 
the  time  of  repeti- 
tion of  the  Widal 
test 

Special  remarks. 

Years. 

Yrs.    Mos. 

132 

Male 

24 

4         1 

— 

133 

,.. 

16 

2         4 

~ 

134 

" 

33 

2         4 

Just     convalescent 
influenza. 

from 

1 

GEorp  H. — Case  in  tchich  a  definite  Reaction  occurred  with 
Serum  diluted  1  in  200  in  fifteen  minutes. 

Dilution 
of  serum.  0 

5    % 

0-o7o 


Minutes. 

15 

30 

+ 

+ 

+ 

+ 

Case 
No. 

Sex  of 
patient. 

Age  of  patient 

at  the  time  of 

the  typhoid 

fever. 

Interval  between 
original  positive 
Widal  reaction  and 
the  time  of  rejieti- 
tion  of  the  Widal 
test. 

Special  remarks. 

135       ilale 

1 

Years.                   Yrs.    Mos. 
3                         7          -S 

— 
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XXXI.  —  Precocious  Obesitij,  Premature  Sexual  and 
Pkj/sical  Develoj^ment,  and  Hirsuties  in  Relation 
to  Hi/pernephroma  and  other  Morbid  Conditions. 
By  Leonard  G-uthrie,  M.D.,  and  W.  d'Este  Emery, 
M.D.  Bead  May  10,  1906.  With  Plates  XII  and 
XIII,  and  Figures. 

BULLOCH  and  Sequeira  in  an  important  paper  on  "The 
Eelation  of  the  Supra-renal  Capsules  to  the  Sexual 
Organs"  {Path.  Soc.  Trans.,  April,  1905),  have  collected  a 
large  number  of  cases  of  quite  young  children  in  "whom  there 
has  been  present  a  precocious  development  of  hair  on  the  face 
and  on  the  genital  regions,  usually  associated  with  precocious 
development  of  the  genital  organs  and  of  the  accessory 
genital  glands. 

The  pathological  findings  in  such  cases  have  been  either 
carcinomata  (hypernephromata)  or  simple  hypertrophy  of  the 
supra-renal  capsules.  In  a  few  cases  the  tumours  have  been 
described  as  sarcomatous  in  type.  These  writers  showed,  more- 
over, that  atrophy  and  hypoplasia  of  the  supra-renal  glands 
may  be  associated  with  disappearance  or  non-development  of 
hair  on  the  pubes,  and  hypoplasia  of  the  genital  organs. 
They  found  that  primary  blastomata  of  the  supra-renal  glands 
unassociated  with  precocity  are  usually  lympho-sarcomata, 
aud  concluded  that  the  cortex  of  the  supra-renal  glands  is 
probably  connected  in  some  way  Avith  the  growth  of  the  body 
and  the  development  of  puberty  and  sexual  maturity. 

We  desire  to  draw  attention  to  precocious  obesity  as  a 
feature  which  is  at  least  as  striking  as  precocious  puberty, 
and  sexual  development  in  cases  of  hypernephroma,  also  to 
support  Parkes  Weber's  contention  that  two  distinct  types  of 
cases  are  seen  in  connection  with  hypernephroma,  namely  : 

(1)  The  precociously  obese  type. 

(2)  The  muscular  or  "infant  Hercules"  type. 

The  precociously  obese  type  may  be  seen  in  either  sex ; 
the  muscular  type  seems  to  be  chiefly  met  with  in  males. 

We  shall  also  mention  cases  in  which  most  of,  or  all  the 
conditions  named  have  been  found  in  association  with  tumours 
of  other  glands  than  the  adrenal,  and  one  in  which  no  tumour 
of  any  organ  was  discovered  after  death.  The  true  nature  of 
many  cases  of  precocious  development  remains  unexplained 
owing  to  absence  of  post-mortem  examination. 
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It  is  possible  that  some  cases  of  precocity,  sexual  and 
somatic,  are  to  be  regarded  simply  as  freaks  of  nature,  or  as  in- 
stances of  atavism  to  a  far-off  period  in  wliich  early  maturity 
and  propagation  were  essential  to  racial  existence.  The 
fact  that  the  majority  of  children  who  show  precocious  physi- 
cal development  die  young  probably  gave  rise  to  the  saying, 
"  Immodicis  brevis  est  tetas  et  rara  senectus,^^  as  applied  to 
precociously  intelligent  children.  In  some  instances  prema- 
ture development  o-f  the  sexual  and  somatic  systems  may 
point  simply  to  a  condition  of  ^'progeria,"  which  is  incompa- 
tible with  longevity.  The  association  of  precocious  develop- 
ment with  tumours  of  the  adrenals,  of  the  accessory  sexual 
organs  and  of  the  pineal  gland  suggests  that  all  these  organs 
are  in  some  mysterious  way  concerned  in  regulating-  bodily 
growth  and  sexual  maturit}'.  Excessive  and  unbalanced 
functional  activity  on  their  part  may  possibly  induce  precocity 
in  one  form  or  another.  The  coexistence  of  precocity  with 
tumours  in  one  or  other  of  the  various  organs  named  is  not 
invariable.  It  is  only  occasional,  yet  it  is  valuable  evidence 
of  a  correlation  of  function  existing  between  structures  wdiose 
exact  oflBce  is  obscure. 

The  relationship  between  activity  of  the  thyroid  aud 
bodily  growth,  the  growth  of  hair,  obesity,  and  sexual  de- 
velopment, is  shown  in  the  dwarfing,  sparse  hair,  adiposity 
and  sexual  infantilism  which  accompany  myxcedema. 

Freund  found  the  thyroid  enlarged  in  forty-five  out  of 
fifty  pregnant  women.  It  has  also  frequently  been  noticed 
that  suppression  of  menstruation  often  produces  a  swelling 
of  the  gland,  which  disappears  on  the  re-establishment  of  the 
menstrual  flow.  J.  W.  Simpson  has  traced  certain  cases  of 
marasmus  in  infants  to  deficiency  of  thyroid  secretion  ("  The 
Thyroid  Gland  in  Relation  to  Marasmus,"  Scottish  Med.  and 
Surg.  Journ.,  December,  1906). 

One  of  us  has  met  with  a  child  who  menstruated  for  the 
first  time  on  her  eleventh  birthday,  and  at  regular  intervals 
afterwards.  Enlargement  of  the  thyroid  gland  and  signs  of 
puberty  had  been  noticed  at  the  age  of  8  years,  and  when 
seen  at  twelve  years  of  age  she  showed  a  fairly  large  goitre. 
The  heart's  action  was  rapid  (116-120)  and  forcible.  She 
suffered  from  palpitation  and  fainting  attacks,  but  had  no 
other  symptoms  of  Graves'  disease. 

The  thymus  gland  often  shares  the  enlargement  of  the 
thyroid  in  Graves'  disease,  thus  showing-  correlation  of  func- 
tion between  these  glands. 
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Fritsche  and  Klehs  have  attempted  to  refer  excessive 
growth  of  the  body  to  tumour  conditions  of  the  thymus 
S-land  [Ein  Beitrag  z.  Pathologie  des  Riesenicuclises,  Leipzig, 
1884). 

Again,  the  coexistence  of  gigantism  in  early  cases  and  of 
acromegaly  in  later  cases  of  tumour  of  the  pituitary  body  is 
recognised  as  evidence  of  the  influence  of  this  apparently  in- 
sio'nificant  oro-an  on  osseous  o-rowth.  The  probable  relation- 
ship  between  the  Hijpopliysis  cerebri  and  hirsuties  and 
sexual  functions  is  illustrated  by  an  interesting  case  in  the 
clinique  of  Professor  Schloffer,  of  Innspruck  [Lancet,  June  1, 
1907,  p.  1528) : 

A  man,  set.  30,  suffered  from  constant  headache,  ana?mia, 
bitemporal  hemianopsia,  extreme  prostration,  and  rapid  dis- 
appearance of  all  the  hair  on  his  body  except  a  few  hairs  on 
the  chin  and  the  pubes.  His  sexual  power  was  almost 
entirely  lost. 

Examination  by  X  rays  revealed  the  presence  of  a  tumour 
of  the  pituitary  body.  This  was  removed  by  operation  and 
proved  to  be  simply  an  enlargement  of  the  hypophysis. 
AVith  the  exception  of  the  hemianopsia  all  other  symptoms 
disappeared  five  weeks  after  the  operation.  The  man  could 
enjoy  life  again  and  his  hair  began  to  grow  everywhere  once 
more. 

It  is  suggested  that  hypertrophy  of  the  hypophysis  pro- 
duced over-action  of  the  organ  which  was.  detrimental  to  the 
growth  of  hair.  We  may  conclude  that  a  morbid  enlarge- 
ment or  tumour  of  one  or  other  of  these  organs,  namely,  the 
adrenal  cortex,  accessory  genital  glands,  pituitary,  pineal, 
thymus  and  thyroid  glands,  may  lead  to  precocity  in  one 
shape  or  other,  either  by  inducing  hyperactivity  of  function 
on  the  part  of  the  org'an  affected,  or  by  throwing  out  of  gear 
some  restraining-  or  check  action  which  each  exerts  on  tlie 
other. 

On  the  other  hand,immaturitvor  cessation  of  bodilv  growth 
and  sexual  activity  have  been  traced  to  atrophy  or  hyper- 
plasia of  the  adrenal  cortex. 

Hastings  (riZ/o/Ynias  recorded  a  case  of  progeria  or  prema- 
ture senility  associated  with  a  shrivelled  condition  of  the 
supra-renal  bodies  {Practitioner,  1904,  Ixiii,  p.  188). 

Wiesel"^and  Karakaschoift  have  referred  to  cases  of  hypo- 

*"Zur  Pathologie  des  Chromaffen-Systems,"  Yircliou's  Archives,  1^04: 
Bd.  clxxvi,  p.  103. 

t  Beifrdge  von  Ziegler,  1904,  xxxvi,  p.  401. 
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plasia  of  the  adrenals  in  females  in  whom  sexual   develop- 
ment was  immature  or  its  signs  disappeared. 

Karal-ascJioff  also  describes  another  case  i-unning  an  acute 
course  in  a  male,  a3t.  41.  It  was  noted  that  the  testicles  were 
small  and  the  supra-renals  were  found  completely  atrophied 
after  death. 

Imperfect  development  of  the  sexual  organs  has  also  been 
found  in  association  with  aplasia  or  hypoplasia  of  the  adrenals 
by  Zander  and  Alexander  {Beitriige  von  Ziegler,  1890,  vii, 
p.  439). 

The  association  of  imperfect  development  of  the  cerebrum 
and  of  anencephaly  in  particular  with  adrenal  aplasia  or 
hypoplasia  is  well  known. 

Zander  considers  the  adrenal  condition  as  secondary, 
whereas  Alexander  regards  it  as  primary  to  the  cerebral 
defect. 

Obesity  in  males,  though  not  of  the  precocious  type  with 
which  we  are  concerned,  but  of  the  Lobengula  type,  together 
with  gj'Ufecomastia  and  other  feminine  characters,  are  seen  in 
eunuchs,  artificial  or  developmental,  whilst  in  adult  females 
hirsuties  and  other  male  characters  are  associated  with 
ovarian  atrophy,  and  also  with  hypernephroma. 

Mr.  John  Malcolm  removed  a  large  adrenal  tumour  from 
a  Avoman,  {fit.  50,  who  had  had  to  shave  daily  for  several 
years  (Clinical  Society's  Proceedings,  May  10,  1907). 

The  results  of  castration  on  animals  need  only  be  men- 
tioned here  as  evidence  of  an  internal  secretion  by  the  sexual 
organs  which  exerts  a  widespread  influence  on  bodily  forma- 
tion in  general. 

As  regards  evidence  in  lower  animals  of  relationship  be- 
tween the  adrenals  and  sexual  functions  Bulloch  and  Sequeira 
say  {o}-).  cit.,  p.  205)  : 

"  That  there  is  a  possible  connection  of  the  supra-renal 
glands  with  the  sexual  system  is  seen  even  as  low  as  the  frog, 
when  there  are  seasonal  variations  in  the  structure  of  the 
gland^corresponding  to  the  period  of  pairing.  Apart  from 
the  cortical  cells  and  the  medullary  (chromaflinic)  cells  of 
the  supra-renal  of  the  "winter"  frog,  Stilling  has  shown 
that  in  summer  considerable  changes  occur,  consisting  of  a 
disappearance  of  the  medullary  tissue  and  the  development 
of  remarkable  cells  which  from  the  time  of  their  appearance 
are  called  "  summer "  cells.  This  is  coincident  with  the 
pairing  of  frogs. 

Gottschau  has  also  shown  in  the  case  of  rabbits  that  the 
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supra-renal  glands  undergo  clianges  in  volume  during  preg- 
nancy, the  outer  zone  of  the  cortex  becoming  twice  the 
normal  thickness   at  the  expense   ot"  the  medulla  and  inner 


zones. 


The  Precociocsly  Obese  Type. 


We  adduce  ten  examples  of  the  precocioio^hj  ohese  type. 

Of  these  seven  were  female  and  three  male.  In  six  of 
the  female  cases  hypernephroma  was  found.  In  one  no 
tumour  of  any  organ  was  discovered  after  death. 

Hypernephroma  was  present  in  two  out  of  three  male 
cases.     In  one  no  post-mortem  examination  was  held. 

Eleven  cases  of  the  muscular  type  were  all  male. 

In  two  of  these  hypernephroma  was  present. 

In  six  no  post-mortem  examination  is  recorded. 

In  two  the  condition  was  associated  with  pineal  tumour. 

In  one  a  tumour  of  the  testicle  was  present. 

In  eight  female  cases  in  Avhom  obesity  was  absent  or  not 
noted  hypernephroma  was  found  in  three  (Ritchie's,  Orth's, 
and  Dobbertin^s). 

In  three,  an  ovarian  tumour  was  present  (Clement  Lucas, 
Rein,  Brohlj. 

In  two  the  subsequent  histor}-  of  the  patients  is  not  forth- 
coming (Betliam  Robinson). 

By  pirecocious  obesity,  a  term  first  used  by  Parkes  Webei*, 
we  mean  the  obesity  commonly  seen  in  middle-aged  men  and 
Avomen,  and  not  mere  plumpness  or  excessive  adiposity  such  as 
may  be  produced  in  infancy  and  childhood  by  excess  of  patent 
foods,  or  may  occur  as  "a  normal  abnormality"  (Goodhart). 

In  precocious  obesity  the  features  are  bloated,  the  cheeks 
swell  with  fatness,  the  complexion  is  dusky  and  congested. 
The  skin  may  be  studded  with  stellate  venules  ;  bluish  white 
strife  resembling  the  linete  gravidarum  are  seen  about  the  abdo- 
men and  thighs.  The  fat  is  usually  distributed  evenly  through- 
out the  body,  but  the  upper  or  lower  extremities  may  renuiin 
thin.  Rolls  or  pads  of  fat  are  situated  about  the  neck,  breasts, 
and  flanks;  a  lipomatous  mass  or  hump  is  sometimes  seen 
between  the  shoulders.  The  mammge  may  be  large  and  well 
developed,  the  belly  is  pendulous  and  bulging. 

The  patient's  expression  is  commonly  dull,  sad  and  care- 
Avorn,  and  may  be  suggestive  of  idiocy.  A  few  have  been 
feeble-minded  or  imbecile,  and  possibly  the  condition  des- 
cribed by   Bourneville  as  '"  nauisme  avec  obesite  "   mav  also 
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be  associated  with  In-pernephroma,  tliougli  of  this  we  have  no 
evidence.  As  a  rule,  however,  these  precociously  obese 
children  are  also  mentally  acute  beyond  their  years. 

The  circulation  is  poor,  the  heart  sounds  and  pulse  may  be 
weak,  irreg'ular  or  intermittent,  the  extremities  are  cold  and 
blue.  Chilbhiins  and  small,  slowly-healing  ulcers  form  about 
the  toes  and  fingers.     Acne  scrophulosorum  is  not  uncommon. 

Bronzing  of  the  skin  and  pigmentation  of  the  mucous 
membranes  with  other  symptoms  of  Addison's  disease  in 
cases  of  cortical  hypernephroma  have  only  very  rarely  been 
recorded. 

"When  present  they  can  only  be  referred  to  involvement  of 
the  medullary  portion  of  the  adrenals  in  the  cortical  neo- 
plasm."^ 

Hirsnties  has  been  present  in  all  recorded  cases  of  hyper- 
nephroma. It  was  shown  in  early  development  of  pubic  hair. 
In  six  of  Bulloch's  and  Sequeira's  cases  it  was  found  on  the 
face.  In  one  it  was  noticed  in  the  axilla,  in  one  it  was  gene- 
rally distributed. 

In  cases  of  lympho-sarcoma  of  the  supra-renals,  hirsuties 
is  less  frequent  than  in  those  of  hypernephroma. 

Precocious  development  of  the  external  sexual  organs  was 
only  seen  in  three  of  the  cases  of  the  obese  type  collected  by 
Bulloch  and  Sequeira,  namely,  Colcott  Fox's,  J.  Ogle's  and 
their  own.  Their  own  Avas  the  oidy  case  in  which  menstrua- 
tion occurred  and  in  wdiich  the  internal  organs  of  generation 
were  mature.  But  the  patient  was  a  girl,  ajt.  11,  who  began 
to  menstruate  at  nine  and  three-quarter  years;  the  other 
children  were  all  much  younger. 

In  children  of  the  obese  type  true  precocity  of  sexual 
development,  apart  from  the  presence  of  pubic  hair,  is  not  a 
marked  feature. 

In  the  vniscular  type,  however,  Avhich  is  chiefly  confined 
to  the  male  sex,  true  precocious  puberty  and  sexual  maturity 
are  always  present. 

It  is  possible,  however,  that  cases  of  true  precocious 
puberty  menstruation  and  maternity  unassociated  with  obesity 
may  be  analogous  to  those  of  the  muscular  type  in  males. 

*  In  achilts,  however,  adrenal  tumours  maj'  be  associated  witli  high 
ai'terial  tension  and  -with  extreme  atheroma  of  the  arteries.  A  case  in 
point  has  been  recorded  by  Parkes  Weber  {Path.  Soc.  Tmiis.,  July,  190(5). 
The  condition  probably  dej^ends  on  hypersecretion  of  the  adrenal 
medulla,  for  O.  Josue  and  others  have  shown  that  high  tension  and 
atheroma  can  speedily  be  produced  in  rabbits  by  injection  of  supra-renal 
extract  into  the  veins. 
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Von  Zietnsen,  who  quotes  many  authenticated  instances  of 
maternity  in  children  aged  from  nine  to  twelve  years,  says  : 
"  Such  children  are,  as  a  rule,  in  advance  of  their  age  in  their 
whole  corporeal  development  "  {Cyclopaedia  of  the  Practice  of 
Medicine,  vol.  x,  p.  322). 

He  regards  such  cases  as  not  pathological  but  as  inte- 
resting exceptions  to  general  rules. 

HofacJcer,  of  Diisseldorf,  however,  considers  precocious 
puberty  and  menstruation  as  evidence  of  some  underlying 
pathological  condition. 

Of  sixty-two  cases  which  he  collected  three  had  sarcoma 
of  the  ovary,  three  were  hydrocephalic,  and  three  were 
rickety.  Five  of  the  series  became  pregnant  between  eight 
to  ten  years  of  age  {Centralbhitt  f.  (ryuiik.,  1898,  Xo.  41). 

The  following  is  a  good  example  of  precocious  obesity  and 
hirsuties  associated  ivith  hypernephroma. 

Henry  M.,  a3t.  4^,  was  admitted  to  the  Children's  Hospital, 
Paddington  Green,  on  October  8,  1906. 

He  was  born  healthy  and  at  full  term,  and  had  always 
been  naturally  plump,  but  since  an  attack  of  measles  in  1904 
he  had  become  increasingly  stout,  and  hair  had  grown  all 
over  the  face,  upper  lip,  and  pubes. 

He  had  had  pertussis  and  a  bad  attack  of  scarlatina,  for 
which  he  w^as  detained  sixteen  Aveeks  in  hospital  before  con- 
tracting measles. 

Three  months  before  admission  he  had  had  several 
eclamptic  seizures.     Family  history  was  immaterial. 

On  admission  he  presented  a  striking  resemblance  to  a 
burly  brewer's  drayman  in  miniature  {vide  photo.  Fig.  1). 

Height  36  in.      Weight  3  st.  1  lb.  10  oz. 

The  cheeks  were  enormous,  and  of  firm  consistency,  and 
bi-ight  red  in  colour.  The  cutaneous  venules  Avere  dilated. 
The  shoulders,  trunk  and  upper  extremities  were  laden  with 
tlabby  fat  which  hung  in  pendulous  folds  about  the  mamma? 
and  llanks,  and  formed  a  hump  like  a  lipoma  in  the  cervico- 
doi'sal  region.  The  belly  bulged  with  adipose  tissue.  The 
buttocks  and  lower  extremities  Avere  not  especialh'  fat  though 
muscular;  in  fact,  from  the  level  of  the  sacrum  downwards 
the  appearance  was  that  of  a  normal  child. 

Hirsuties. — The  hair  grew  low  on  the  forehead,  the  eye- 
brows were  bushy  and  joined  each  other  mesially,  the  eye- 
lashes Avere  long  and  thick.  Coarse  light  brown  hair  coA'ered 
the    dorsal  hump,  and  greAv  doAvn  the  back,  and   Avas    also 
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Fig.  1.— Photograph  of  H.  M.,  by  Dr.  Barker,  House-physician  racldington 
Gruen  Children's  Hospital. 
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present  on  the  pube^^.     He  had  an  incipient  moustache,  and 
downy  hair  on  the  cheeks  and  chin. 

Organs  of  generation  were   not   unduly    developed   for    a 
child  of  his  years. 

Heart,  lungs  and  urine  were  normal. 
Mensuration. — 

Circumference  of  chest  at  manniiary  level  26  in, 
"  middle  arm  7-^  in  (R.  and  L). 

"  forearm  64-  in. 

thigh  1  If 'in. 
calves  (R).8,  (L).  7f  in. 
Intelligence. — A  bright,  precocious  child,  given  to  making- 
shrewd  and  quaint  remarks  which  showed  considerable  powers 
of  observation. 

Three  months  after  admission  to  hospital  he  developed 
acute  tuberculosis,  of  which  he  died  March  11,  1907. 

At  the  post-mortem  examination  the  excessive  develop- 
ment of  the  body  was  noticed,  and  the  fat  on  the  abdominal 
Avails  found  to  be  over  an  inch  thick;  the  muscular  system 
■was  Avell,  but  not  excessively,  developed.  The  cause  of  death 
was  acute  tuberculosis,  the  thoracic  and  abdominal  organs 
being  thickly  studded  with  tubercles  in  all  stages  of  develop- 
ment, and'the  abdominal  lymph-glands  were  greatly  enlarged 
and  in  an  advanced  state  ot  caseation.  These  somewhat 
obscured  the  anatomical  relations  of  the  parts  and  rendered 
the  dissection  of  the  back  of  the  abdomen  difficult. 

Apart  from  the  tuberculous  deposits  the  most  obvious 
abnormality  in  the  abdomen  was  the  presence  of  a  rounded 
tumour,  the  size  of  a  large  walnut,  on  the  left  side  and  in 
contact  with  the  upper  and  anterior  surface  of  the  kidney,  i.  e. 
roughly  in  the  position  which  an  adrenal  tumour  might  be 
expected  to  take  if  it  slipped  downwards  and  a  little  forwards 
by  its  own  weight.  It  was  covered  with  a  fold  of  peritoneum 
and  was  faiidy  movable,  there  being  no  adhesions  to  sur- 
rounding structures.     It  is  fully  described  subsequent!}'. 

Neither  adrenal  could  be  found  in  spite  of  a  careful 
search.  It  was  thought  possible  that  one  or  both  might  have 
become  converted  into  tuberculous  material  and  so  have 
escaped  observation  in  the  tuberculous  deposits  at  the  back  of 
the  abdomen,  some  of  which  occupied  exactly  the  position  of 
the  adrenals.  With  this  idea  in  view  all  objects  having  any 
resemblance  in  shape  to  these  bodies  or  lying  in  proximitj'  to 
the  upper  pole  of  the  kidneys  Avere  retnoved  and  hardened 
for    section-cutting.     It    appeared  later    that  they  Avere   all 
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tuberculous  material,  in  most  cases  lymphatic  glands,  and 
none  of  the  sections  showed  any  trace  of  adrenal  tissue.  It 
appears,  therefore,  that  the  only  adrenal  substance  present 
was  that  which  occurred  in  the  tumour  itself. 

The  other  organs  do  not  require  description,  since  with 
the  exception  of  the  tubercles,  which  occurred  ever^'where. 
they  did  not  present  any  macroscopic  abnormality.  The 
testes  appeared  normal  in  size  for  a  child  of  this  age,  and  the 
ductless  glands  {thyroid,  thymus,  and  pituitary  body)  were  of 
usual  shape  and  size.  There  was  no  tumour  in  the  pineal 
gland,  as  has  been  recorded  in  some  cases. 


•1^ 


Fig.  2. — Photograph  of  section  of  left  kidney  and  the  hypei-nephroma. 

Histological  report  on  the  lypernephroma  (Fig.  2). — The 
tumour  Avas  about  li  in.  by  1  in.  by  1  in.,  and  lay  in  a  fold  of 
peritoneum  in  front  of  the  upper  part  of  the  kidney.  It  was 
firm  and  elastic,  suggesting  tliat  it  was  cystic  in  nature,  but 
this  is  not  the  case. 

On  section  it  is  found  to  be  solid,  and  the  cut  surface 
shows  an  irregular  mottling  of  orange  yellow  and  chocolate, 
closely  resembling  the  appearance  frequently  seen  in  malig- 
nant adrenal  tumours. 
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Illustrating  Di-.  Leonard  Guthrie  and  Dr.  W.  d'Este  Emery's  Paper  on 
Precocious  Obesit}^  Premature  Sexual  and  Physical  Development,  and 
Hirsuties  in  Relation  to  Hypernephroma  and  other  Morbid  Conditions. 

Fig.  1. —  X  80  diameters.  Section  showing  the  undegenerated  portion  of 
the  tumour  (to  the  left)  and  a  degenerated  area  (to  the  right),  a  is  a  fully 
formed  alveolus  ;  b  shows  the  vascular  sinus  in  which  the  alveoli  lie ;  c  c  are 
alveoli  with  central  degeneration  ;  d  is  completely  degenerated. 

Fig.  2. —  x  200  diameters.  Showing  the  alveoli  (undegenerated)  under  a 
higher  power.     The  endothelial  lining  of  the  vascular  sinuses  is  showm  at  a. 
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PLATE    XIII. 

Illustrating  Dr.  Leonard  Guthrie  and  Dr.  W.  d'Este  Emery's  Paper  on 
Precocious  Obesity,  Premature  Sexual  and  Physical  Development,  and 
Hirsuties  in  Relation  to  HyiDernephroma  and  other  Morbid  Conditions. 

Fig.  1. —  X  80.  Showing  the  second  form  of  degeneration  described  in 
the  text.  The  right  hand  lower  corner  shows  undegenerated  tumour  forma- 
tion ;  the  left  hand  upper  corner  is  completely  degenerated,  and  the  central 
zone  shows  the  transition  between  the  two. 

Fig.  2. —  x  300.  Showing  a  "  parenchyma  giant  cell,"  about  35  /x  in 
diameter. 
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Tlie  tumour  was  liardened  by  Jores'  method  and  not  cut 
into  until  quite  firm.  A  tliin  slice  Avas  cut  from  the  equator, 
imbedded  in  paraffin  and  complete  sections  cut.  These  have 
been  stained  by  various  methods,  the  following  report  being 
based  on  one  stained  by  li£ematox3'lin,  followed  by  picric  acid 
and  acid  fuchsin  (van  Gieson's  method). 

On  glaiicing-  over  the  section  with  a  low  power  it  is  found 
that  less  than  half  of  the  tumour  is  cellular,  the  majority  being 
composed  of  necrobiotic  tissue  (stained  yellowish  pink)  which 
is  in  part  structureless,  though  in  some  places  the  outlines 
of  the  cells,  fibres,  etc.,  can  be  made  out;  they  are  entirely 
unstained  by  the  htematoxylin,  just  as  in  caseation  and  in 
other  forms  of  necrobiosis.  Some  of  these  dead  areas  (readily 
recognised  by  the  naked  eye)  are  almost  j  in.  in  diameter. 

There  are  also  large  collections  of  blood  which  have  no 
very  definite  walls  and  impinge  for  the  most  part  directly  on 
the  walls  of  the  alveoli  (to  be  described  subsequently) 
or  on  degenerated  masses  of  necrobiotic  tissue  :  in  some  places 
traces  of  an  endothelial  lining  is  present.  The  histogenesis 
of  these  spaces  will  be  dealt  wuth  subsequently.  Lastly,  there 
are  some  small  bands  of  more  or  less  healthy  fibrous  tissue. 

The  tumour  is  bounded  by  a  thin  hiyer  of  fibrous  (peri- 
toneal) tissue  which  has  mostly  lost  its  endothelial  coat,  though 
here  and  there  traces  are  visible. 

On  turning  to  the  cellular  elements  we  find  them  collected 
into  alveoli  (PI.  XII,  fig.  1  a,  and  PI.  XIII,  fig.  2)  which  vary 
considerably  in  size,  the  average  beirjg  about  80-200  fx  in 
diameter,  though  larger  and  smaller  forms  occur,  and  in  those 
alveoli  that  show  degeneration  the  size  may  be  very  greatly 
increased  (PI.  XII,  fig.  1  d).  They  are  roughly  circular  or 
polygonal  (from  flattening  by  mutual  contact)  in  shape,  there 
being  no  indication  of  the  existence  of  solid  rods  or  tubules. 
These  alveoli  are  mostly  separated  from  one  another  by  a 
thick  column  of  blood,  which  forms  a  network  pervading  the 
whole  of  the  cellular  portion  of  the  tumour  (PI.  XII,  fig.  1  b, 
fig.  2,  and  PI.  XIII,  fig.  1).  It  is  bounded  by  the  cellular  walls 
of  the  alveoli  themselves,  Avitli  here  and  there  an  indication 
of  the  existence  of  a  partial  endothelial  coat  (PI.  XII,  fig.  2  a). 

The  cells  themselves  are  extremely  variable.  The  form 
most  frequently  met  with  is  of  medium  size  (about  12-15 /^ 
in  diameter)  Avitli  a  circular  homogeneous  and  deeply-staining 
nucleus  and  homogeneous  protoplasm.  Some  of  the  smaller 
alveoli  show  this  form  of  cell  almost  exclusively,  the  cells 
being    close-set,    but   in    the    larger    (older  ?)    alveoli    there 
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are  other  forms,  the  most  noteworthy  being  ''parenchyma 
giant  cells "  ot"  very  large  size  (50  fx  and  upwards  in 
diameter)  having  a  single  deeplj'-staining  nucleus.  The 
presence  of  these  cells  is  of  importance,  since  they  are  not 
often  met  with  except  in  malignant  tumours  (PL  XIII,  fig.  2). 

In  many  of  the  cells,  especially  those  which  are  slightly 
larger  than  those  described  above  as  the  most  characteristic 
form,  the  protoplasm  shows  the  foam}'  appearance  seen  in  the 
cortical  cells  of  the' adrenals  and  in  adrenal  tumours.  The 
cells  as  a  whole  have  a  decided  resemblance  to  cortical 
adrenal  cells  Avhich  have  undergone  great  alterations  in  size 
and  have  commenced  to  degenerate. 

Two  forms  of  degeneration  of  these  parenchyma  cells  can 
be  traced.  They  occur  in  diiferent  areas  of  the  section, 
large  tracts  showing  the  one  form  exclusively,  others  showing- 
only  the  other. 

In  the  one  (see  PI.  XIII,  fig.  1)  the  cells  in  the  alveoli  swell 
up  (probably  from  fatty  degeneration  of  the  protoplasm), 
become  vacuolated,  and  lose  their  power  of  retaining  basic 
stains.  In  the  section  (from  which  the  fat  has  been  removed) 
they  appear  as  a  loose  network,  in  the  meshes  of  which  the 
nuclei  can  still  be  seen.  As  a  result  (in  all  probability)  of 
the  swelling  of  the  alveoli  the  blood  is  squeezed  out  of  the  net- 
work of  sinuses  which  surround  them  in  the  normal  state,  and 
large  areas  of  the  tumour  are  now  completely  extra-vascular. 
Ultimately  the  nuclei  also  degenerate,  and  the  whole  tissue  is 
converted  into  an  almost  structureless  mass. 

The  second  form  of  degeneration  is  quite  different  and 
its  final  result  is  also  diiferent  (PI.  XII,  fig.  1).  It  commences 
in  the  centres  of  the  alveoli,  and  does  not  affect  the  alveolus 
as  a  Avhole,  as  in  the  former  case.  The  cells  simply  undergo 
necrobiosis  without  any  previous  change,  and  the  first  effect 
is  the  formation  of  an  alveolus  with  a  central  area  which  has 
lost  its  power  of  staining  Avith  basic  dyes  (PI.  XII,  fig.  Ic). 
This  process  extends,  the  alveolus  apparently  increasing  in 
size  until  the  whole  has  become  necrobiotic.  The  endo- 
thelial coat  of  the  alveolus  persists  longest,  but  after  a 
time  it  also  disappears,  and  the  result  is  the  uniform  pink 
staining  area  described  above.  In  this  form  the  blood  is  not 
squeezed  out,  and  can  be  traced  "well  into  the  dead  patch, 
Avhere  it  apparently  becomes  depigmented  and  necrobiotic  also. 

The  large  areas  of  blood  appear  to  have  originated  as 
follows :  The  scanty  fiVu'ous  trabeculfe  have  in  them  blood 
sinuses  which    are   apparently   devoid    of    any    walls.      This 
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fibrous  tissue  swells  u]i  and  undergoes  degeneration,  and  then 
the  blood  seems  to  escape  and  form  large  collections  in  the 
degenerated  tissue  or  it  breaks  through  into  the  surrounding- 
parts. 

It  will  be  seen  from  the  above  that  the  tumour  is  one  of  ver}' 
great  complexit}^,  and  that  its  nature  is  not  altogether  clear. 
The  variation  in  the  size  of  the  alveoli  and  the  presence  of  par- 
enchyma giant-cells  in  large  numbers  undoubtedly  suggests  the 
possibility  of  its  being  malignant,  i.  e.  a  carcinoma.  Against 
this  nnist  be  set  the  fact  that  it  nmst  have  been  present  for 
quite  a  long  time  (if,  as  seems  reasonable,  we  are  to  regard 
it  as  the  cause  of  the  error  in  development),  but  there  is  no 
indication  of  infiltration  of  the  surrounding  tissues  or  of 
metastasis.  It  also  differs  in  several  respects  from  the 
common  renal  tumours  derived  from  supra-renal  rests, 
notably  in  the  absence  of  an  appearance  suggesting  that 
the  cells  are  budded  off'  from  the  perithelial  cells. 

The  ordinary  adrenal  adenomata  are  somewhat  similar 
in  a])pearance  to  some  parts  of  this  tumour,  /.  e.  to  those  in 
Avhich  there  is  no  appeai-ance  of  degeneration,  but  in  them  the 
alveoli  are,  as  a  rule,  much  more  uniform  in  shape  and  size 
and  the  giant  cells  are  absent.  It  seems,  however,  quite 
possible  that  these  irregularities  maybe  due  to  the  degenera- 
tive processes  Avhich  have  obscured  the  real  structure  of  the 
parts.     The  cause  of  the  degeneration  is  beyond  conjecture. 

The  liistology  of  the  other  org-ans  does  not  call  for  much 
description,  since  there  was  no  indication  of  abnormality  be- 
yond the  presence  of  an  excessive  amount  of  tuberculous 
deposit  in  all  stages.  The  testicles  were  of  a  size  and  degree 
of  development  normal  to  a  boy  of  this  age,  and  there  were  no 
spermatozoa  to  be  seen  in  sections  of  tlie  testis  and  epididymis, 
nor  in  fluid  removed  from  the  vesiculae  seminales.  The 
ductless  glands  (pituitary  body,  thyroid  and  thymus)  were 
also  examined  and  showed  no  developmental  abnormality.  The 
liver,  kidneys,  lungs,  and  spleen  were  extensively  affected 
Avith  tubercle,  but  were  not  otherwise  abnormal.  Sections  were 
also  cut  of  the  skeletal  muscles  and  adipose  tissue,  but 
showed   nothing   worthy  of   remark. 

Other  Cases  of  Obese  Type  in  which  Hypernephkomata  have 

been  found. 

BuUocIl's  and  Se<pieira's  patient  was  a  girl,  a^t.  11.  She 
resembled  a  stout  little  woman  of  about  forty  years  of  age. 
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Tlie  breasts  were  large  like  those  of  a  sexualU'  mature  woman. 
The  pubic  regions  and  axillae  Avere  covered  with  long  hair, 
and  there  was  a  copious  development  of  hair  on  the  chin  and 
lips.  Menstruation  began  at  the  age  of  9 J  years.  After 
death  a  malignant  hypernephroma  of  the  left  adrenal  body 
Avas  found.  The  uterus  was  much  larger  than  normal ;  the 
cervix  and  body  were  of  equal  length,  the  ovaries  a  little 
larger  than  usual  and  contained  several  corporte  lutea,  one 
being  of  recent  date. 

Colcott  Fox's  case  was  that  of  a  girl,  ast.  2.  She  had  been 
enormous  at  the  age  of  10  months,  and  at  2  years  she  was 
somewhat  rickety,  gross  and  bloated.  The  surface  of  the 
body  was  quite  remarkably  hairy,  especially  about  the  genital 
and  paragenital  regions.  The  vulva  and  clitoris  were  the  seat 
of  precocious  development. 

After  death  a  large-celled  sarcoma  was  discovered  in  the 
left  adrenal  bod3^  The  right  supra-renal,  as  in  our  own 
case,  could  not  be  discovered.  The  internal  organs  of  gene- 
ration are  not  mentioned. 

/.  Ogle's  patient  was  a  girl,  tet.  3.  She  was  enormously 
stout,  weighing  44  lb.  She  was  2  ft.  10 ^  in.  in  height.  The 
o-irth  of  the  abdomen  was  2  ft.  3  in.  There  was  a  large 
amount  of  hair  over  the  whole  body.  The  eyebrow^s  w^ere 
excessively  thick  and  bushy.  There  was  a  decided  moustache, 
and  a  large  amount  of  bushy  hair  on  the  genital  organs,  which 
Avere  well  developed. 

Post-mortem. — An  "  encephaloid  cancer  "  was  found  in  the 
left  adrenal  gfland.  The  condition  of  the  internal  organs  of 
generation  is  not  stated. 

Linser  quotes  Tilesius  (1803)  as  having  observed  in  a  girl, 
set.  4,  Avho  measured  80  cm.,  an  enormous  formation  of 
adipose  tissue,  with  premature  development  of  the  mammas 
and  the  pubic  hair. 

The  autopsy  revealed  a  tumour  the  size  of  a  goose's  egg 
in  the  site  of  the  left  supra-renal  capsule  with  metastases  in 
the  liver. 

William  Coolie  [Pliil.  Trans.,  1756)  desci'ibed  a  girl,  ast.  7, 
who  was  enormously  fat  and  had  a  copious  growth  of 
hair  on  the  face  and  genitals.  There  was  a  large  tumour  in 
the  site  of  the  left  supra-renal  bod}'. 

Bevern  and  Rovikild  {Neues  Journal  d.  prakt.  Heilkunde, 
1802)  reported  the  case  of  a  girl,  aet.  3i,  who  looked  like 
a  woman  of  twenty.  She  was  very  fat,  had  abundant  hair  on 
her  genitals,  also  on  her  face.     The  necropsy  showed  a  large 
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tumour  connected  below  Avitli  the  nteru?,  but  above  witli  a 
large  g-landular  body  in  the  region  of  the  left  curvature  of 
the  colon  and  the  spleen. 


Peecocious  Obesity  and  Hirsuties  rNAssociATED  with 
Hypeexephroma. 

Ethel  ^y.,  a3t.  2y\,  Avas  admitted  to  Paddington  Green 
Children's  Hospital,  December  7th,  1905. 

She  had  always  been  a  rather  plump  child,  but  for  three 
months  she  had  grown  rapidly  fatter.  She  complained  of 
pains  about  the  head  and  face,  had  '•'  no  life  in  her,"  slept 
a  great  deal,  and  Avas  always  blue  and  cold. 

She  had  had  measles,  whooping  cough  and  chickenpox, 
but  not  scarlatina. 

Family  hUtory  was  unimportant. 

The  photogi'aph  (Fig.  3)  taken  six  months  later  suggests 
that  of  a  little  stout  woman  at  about  the  climacteric  jieriod. 

Height  2  ft.  9  in ;  weight  37 i  lb. 

She  had  grown  1  in.  and  increased  6  lb.  in  weight  in 
three  months. 

The  features  looked  small  and  the  temporal  regions  were 
masked  by  the  cheeks,  which  were  distended  Avitli  fat,  dusky 
red,  and  blotched  by  distended  venules. 

Pads  or  rolls  of  fat  existed  round  the  neck,  chest  and 
flanks,  and  a  well-defined  hump  or  lipoma  was  present  in  the 
cervico-dorsal  region. 

The  fat  was  otherwise  evenly  distributed,  and  affected  the 
lower  as  well  as  upper  extremities.  In  the  folds  of  the 
groins  and  abdomen  were  numerous  purplish  white  striae 
resembling  "line^e  gravidarum."  The  breasts  were  large  and 
pendulous. 

Hirsuties. — Hair  on  the  head  was  fairly  thick  and  abun- 
dant. None  was  present  on  the  face  or  in  the  axilla?,  but  the 
labia  majora  Avas  covered  Avith  coarse  brown  hairs  an  inch  in 
length. 

The  external  organs  of  geueration  were  infantile.  Men- 
struation had  not  occurred,  but  there  Avas  an  offensive 
discharge  from  the  vuh'a. 

Measurements. — Round  neck,  12|in.;  chest,  25^  in. ;  ab- 
domen, 26^  in. ;  upper  arm,  8  in. ;  loAver  arm,  7h  in. ;  thighs^ 
13f  in.;  calves,  85  m. 


190       Dr.  Leonard  Guthrie  and  Dr.  W.  d'Este  Emery's 


Fig.  3.— Photograph  of  E.  W.,  by  Dr.  Attenborough,  House-surgeon 
Paddington  Green  Children's  Hospital. 
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The  circulation  was  poor;  tlie  heart  sounds  weak,  irreo-ii- 
lar  and  intermittent.     Pulse  rate  120-130  per  minute. 

The  temperature  averaged  97°-98°F. 

Urine  was  normal. 

The  expression  was  usually  dull  and  sad  as  shown  in  the 
photograph,  but  became  animated  when  the  child  was  amused 
or  teased.  She  was  precocious  in  intelligence,  and,  like  the 
child  H.M.,  when  irritated  her  language  was  more  voluble 
than  refined. 

In  the  early  part  of  October,  190G,  a  large  abscess  formed 
in  the  left  groin.  This  was  opened,  and  the  wound  had 
nearly  healed  when  she  was  seized  with  uncontrollable 
vomiting  and  diarrhoea,  of  which  she  died. 

Copy  of  the  post-mortem  notes.  "External  examination. — 
Extreme  degree  of  general  adiposity,  development  of  pubic 
hair.  Abdomen. — No  free  fluid.  Supra-renal  glands  are 
healthy.  Uterus  is  infantile,  as  also  are  the  ovaries.  Other 
organs  present  nothing  abnormal.  Thyroid  gland,  is  present, 
no  atrophy.  Heart  and  lung-^-  are  normal.  Brain. — No 
abscess  or  tumoui',  nothing  visible  to  naked  eye." 

This  case  resembles  in  every  particular  the  precociously 
obese  type  associated  with  tumour  of  the  adrenals.  It  is  to 
be  regretted  that  no  report  of  microscopical  examination  of 
the  organs  is  foi'thcoming. 

The  patient  during  life  was  exhibited  at  the  Clinical 
Society's  Meeting,  iipril  27, 1906,  and  also  at  a  Meeting  of  the 
Societv  for  the  Study  of  Disease  in  Children  {Reports,  vol.  vi, 
p.  146). 


Precociods  Obesity  and  Hiksuties  ;    (?)  Hypernephroma  or 
(?)  TuMOCR  OF  Pituitary  or  Pineal  Gland. 

Dr.  Still  [Clin.  Soc.  Trans.,  vol.  xxxiv,  1901,  p.  243)  has 
published  a  case  of  unusual  obesity   in   a   boy,   a3t.    7^. 

A  year  previously  he  had  been  very  thin,  he  then 
rapidly  became  immensely  fat.  His  height  was  4  ft.  2^  in., 
his  Aveight  4  st.  IH  lb. 

For  two  months  he  had  been  short  of  breath,  and  a  month 
before  he  came  under  observation  he  had  suddenly  become 
blind  for  forty-eight  hours.  Occasionally  he  suffered  from 
pains  and  sensation  of  pins  and  needles  over  the  vertex  of  the 
head. 


192       Dr.  Leonard  Gutlirie  and  Dr.  AV.  d'Este  Emery's 

"  His  general  appearance  was  striking  owing  to  great 
accnmulation  of  subcutaneous  fat ;  his  cheeks  were  red  and 
bulging,  and  over  the  rest  of  the  body  there  was  a  great 
excess  of  subcutaneous  fat  in  all  parts  where  it  is  not  usually 
present.  In  the  supra-clavicular  fossae  and  over  the  ver- 
tebra promineuft  behind,  the  collections  of  fat  were  perhaps 
more  marked  than  elsewhere,  but  otherwise  the  increase 
of  fat  was  uniform  and  diifuse." 

The  abdomen  was  large,  its  prominence  being  due  chiefly 
to  fat  in  its  walls.  The  lower  part  of  the  abdomen  and  upper 
part  of  thighs  showed  irregular  bluish  red  lines  where  the 
skin  Avas  thin  and  shiny  with  dilated  venules  evidently 
analogous  to  the  linete  gravidai'um. 

There  was  some  hair  over  the  pubes  said  to  have  been 
present  for  two  years.  The  voice  was  not  gruif ;  the  right 
testicle  was  normal,  the  left  was  not  felt.  The  thyroid  gland 
was  certainly  not  enlarged.  The  heart  was  slightly  irregular 
in  rhythm,  the  second  sound  was  markedly  accentuated. 

He  died.  Dr.  Still  informs  us,  a  few  months  later,  with 
cerebral  symptoms  suggesting  hjemorrhage.  A  j^ost -mortem 
examination  was  not  made,  but  this  description  of  the  case 
leaves  little  room  for  doubt  that  it  Avas  of  the  nature  of  those 
under  consideration. 


Cases  of  Hyperxepheoma  with  Precocious  Hirsuties  but 
WITHOUT  Obesity. 

Orth  has  described  a  girl,  vet.  4i,  in  whose  abdomen  a 
tumour  had  been  noticed  since  her  second  year.  Hair  on  the 
pubes  had  been  noted  for  nine  months,  and  for  six  months 
the  beard  had  had  to  be  shaved.  The  external  and  sexual 
organs  were  precociously  developed,  the  clitoris  being  like  a 
small  penis.  Menstruation  is  not  mentioned  nor  the  presence 
of  obesity.  After  death  carcinoma  of  the  right  adrenal  was 
found.  The  condition  of  the  internal  organs  of  generation  is 
not  described  [Arheiten  mis  dem  'path.  Inst  it  ut  zn  Gottivgen, 
Berlin,  1893,  p.  75). 

Dohhertin  met  with  a  girl,  £et.  lyv,  avIio  had  fairly  thick 
hair  5  cm.  in  length  on  the  great  labia,  lower  and  lateral 
abdomen,  thorax,  back  and  cheeks. 

She  was  Avell  nourished  and  normally  built,  but  not  appa- 
rently obese.     After  death  a  hypernephroma  was  found  on 
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the  left  siile.  The  comlition  of  the  organs  of  geiieration  is 
not  described  {Bcitnig  ::.  Ca.'Oii-stik  chr  Geschiviil.'itr,  Beitnifj 
z.  patli.  A)iatoiiiie  v.  Ziegler,  1900,  xxviii,  p.  42). 

Dr.  Ritchie,  of  Oxford,  supplied  to  Drs.  Bnlloch  and 
Sequeira  {op.  cit.)  the  account  of  a  girl,  net.  4,  who  died  three 
days  after  osteotomy,  without  any  apparent  cause  except 
that  the  wound  became  slightly  infectetl.  At  the  autopsy  all 
the  organs  were  normal  with  the  exception  of  one  supra-renal 
gland,  which  was  of  the  size  of  a  kidney  and  was  the  site  of  a 
tumour  which  was  in  type  that  of  a  sarcoma. 

The  genital  organs  during  life  had  been  thought  to  be 
hermaphroditic,  but  were  pronounced  by  Professor  Arthur 
Thomson  to  be  normal  except  that  they  were  of  the  size  of 
organs  of  a  developing  woman.  There  was  no  history  of 
menstruation,  but  there  existed  an  abundant  development  of 
pubic  hair. 

Di*.  Ritchie  kindly  informs  us  that  "  the  child  was  well 
nourished  but  not  obese  in  any  sense.  Apart  from  the 
premature  develojnnent  of  the  genitals  there  was  no  abnor- 
mality. One  would  have  said  she  was  merely  an  ordinary 
plump  girl.'^ 


Unilateral  Precocious  Obesity  without  Hirsuties,  associated 
WITH  Adrenal  Hyperi'lasia  and  Hypertrophy  of  Paired 
Organs  on  the  left  side. 

A  remarkable  instance  of  this  kind  has  been  recorded  b}"- 
Dr.  R.  Hutchison. 

The  patient,  a  boy,  a3t.  4  months,  shoAved  considerable 
hypertrophy  of  the  left  arm  and  leg.  The  left  side  of  the 
trunk  was  similarly  affected  but  to  a  less  extent. 

After  death  from  broncho-pneumonia  the  autopsy  showed 
the  enlargement  to  be  due  to  increased  deposit  of  fat  in  the 
connective  tissues.  The  bones  were  symmetz'ical ;  the  brain, 
pineal  and  pituitary  glands  were  normal.  Most  of  the  paired 
oi'gans  were  larger  on  the  left  side  than  on  the  right.  Left 
kidney  weighed  56  grm.j  right  28  grm. ;  left  supi-a-renal 
42  grm.;  right  14  grm.;  left  testicle  2-3  grm;  right  0"55 
grm. 

The  condition  of  the  enlarged  supra-renal  appeared  to  be 
a  hypertrophy  and  hyperplasia  [British  Journal  of  Children's 
Diseases,  June,  1904). 

vol..  XL.  13 
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Muscular  or  Herculean  Type. 

The  cliavacteristics  seem  peculiar  to  the  male  sex.  We 
know  no  instances  of  their  occurrence  in  females  unless  those 
of  precocious  maternity  are  analogous.  They  consist  in  true 
precocious  development  of  sexual  maturity  with  hirsuties  and 
remarkable  growth  of  stature  and  muscular  strength — with- 
out obesity. 

Legends  concerning  Hercules  and  Samson  may  have  their 
origin  in   the   occasional   appearance   of  individuals   of   this 

type. 

Pliny  {Hi.st.  Nat.  Lib.,  vii — xxvii)  mentions  the  son  of  one 
Euthymenes,  of  Salamis,  who  in  three  years  grew  to  be  4h 
ft.  in  height,  and  arrived  at  the  state  of  puberty.  His  gait 
was  sloWj  his  wits  Avere  dull,  his  voice  great,  and  at  tliree 
years  of  age  he  died  of  a  general  cramp  (Anthony  White, 
Med.-Chir.  Trans. ,\o\\,  1806-09). 

Craterus,  the  brother  of  King  Antigonus,  knew  a  person 
who  in  seven  years  Avas  infant,  youth,  adult,  parent  and  old 
man  {Fhlegon  de  Mirah.,  cap.  xxxii). 

In  the  Philosojihical  Transactions  for  1744-5,  vol.  xliii, 
]).  250,  there  is  an  intei-esting  account  of  the  gigantic  boy  of 
Willingham,  Cantab.  A  complete  history  of  this  case  was 
published  in  pamphlet  form  by  Thos.  DaAvkes,  surgeon,  of 
!St.  Ives,  in  1747. 

He  was  born  on  October  31,  1741,  and  was  uncommonly 
large  at  birth,  especially  "  in  partibus  generationis."  At  the 
end  of  his  first  year  "  lanugo  appeared,  which  gave  great 
uneasiness  to  his  parents,  avIio  were  very  religious  peo])le." 
Shortly  afterwards  his  mother  died  suddenly  whilst  suckling 
him,  and  it  was  presumed  that  he  absorbed  her  vitality  like  a 
vampire. 

At  2|y  years  liis  height  was  3  ft.  8/^ in.  and  he  grew 
3  inches  taller  in  3  months.  His  weight  was  4  st.  2  lbs. 
Hair  on  the  pubes  was  an  inch  in  length.  The  penis  when 
jiendant  measured  3-j\r  in.  and  "in  statu  erectionis '^  4  in. 
His  voice  was  "as  deep  or  bass  as  you  can  well  conceive." 
He  was  very  strong,  and  could  throw  witli  much  facility  a 
blacksmith's  hammer  weighing  17  lb.  He  did  not  fight 
but  collared  and  threw  with  ease  boys  of  eight  or  ten  years 
of  age. 

He  died  at  the  age  of  5  years  of  a  disease  resembling 
phthisis  pulmonalis,  and  when  dead  had  the  appearance  of  a 
venerable  old  man. 
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Anthony  White  also  describes  tlie  case  of  Philip  Howarth, 
who  was  bom  Fobriuiry  21,  1800. 

He  was  a  nintli  child,  healthy  and  large  when  born,  and 
the  cranial  sutures  were  closed  at  birth.  At  twelve  months 
he  could  run  alone,  llis  features,  from  being  plump  and 
infantile,  gi-ew  suddenly  long,  pale  and  extremely  ugly.  The 
unhealthy  appearance  of  bo3\s  at  fourteen  was  strikingly 
marked  at  one  year.  His  penis  and  testicles  increased  in 
size,  black  curling  hair  appeared  on  the  pubes  and  his  voice 
changed. 

At  2/V  years  he  was  nearly  the  exact  repi'esentation  of 
the  "  Farnese  Hercules."  His  height  was  3  ft.  2  in.,  his 
weight  47  lb.  His  voice  was  that  of  a  youth  of  sixteen; 
his  genitals  were  as  large  as  in  some  adults.  He  had  no 
beard,  but  acne  spots  or  "  blackheads  "  appeared  on  his  face. 
He  masturbated  at  the  end  of  his  second  year  and  voided 
"  semen  perfectum  et  bene  elaboratum." 

We  are  unable  to  trace  his  history  further. 

About  twenty-five  years  ago  Mr.  Bruce  Clarke  had  under 
llis  care  at  St.  Bartholomew's  Hospital  a  child,  ast.  3,  who  con- 
formed exactly  to  the  muscular  type  of  precocity.  We  have 
not  been  able  to  ascertain  his  subsecpient  history. 


A  Modern  Instance  of  such  Precocious  Sexual  and  Somatic 

Development. 

Mr.  Hugh  Lett  exhibited  before  the  Society  for  the  Study 
of  Disease  in  Children  (March  16, 1906)  a  boy,  «t.  4  (Fig.  4), 
who  had  been  rather  backward  until  two  years  old,  when 
pubic  hair  appeared,  and  development  took  place  with  great 
rapidity. 

There  was  a  remarkable  growth  of  hair  over  the  whole 
body,  especially  over  the  pubes  and  in  the  lumbar  region. 
The  penis  and  testicles  were  large  and  resembled  those 
of  a  young  adult.  His  voice  was  deep,  and  was  like  a 
bass  voice  not  yet  under  full  control.  His  muscular  develop- 
ment was  remarkable,  especially  in  the  thighs,  and  he  was 
possessed  of  proportionately  great  physical  strength.  A 
skiagram  of  the  wrist  showed  ossification  taking  place  in 
all  the  bones  of  the  carpus,  and  one  of  the  knees  presented 
the  appearance  of  the  joint  of  a  boy  seventeen  to  eighteen 
years  old.  No  enlargement  of  the  thyroid  or  supra-renal  bodies 
could  be  made  out. 
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Intolloctnally  lie  was  bi-io-ht^  bat  laid  a  terrible  temper. 
Ho  had  no  fits  nor  was  lie  subject  to  headaches.  His  appetite 
was  voracitms. 


Fig.  4— Photograph  of  Mr.  Hu<,^h  Lett's  case,  reproducecl  by  the  kind  per- 
mission of  the  publishers  of  the  Rejmrts  of  the  Societij  for  the  Study  of 
Disease  in  Children,  1906. 

There  liad  boon  nocturnal  enuresis,  frequent  erections 
and  nocturnal  emissions  durino-  the  jn-evious  three  to  four 
months. 

Height  3  ft.  7^  iu.,  weight  3  st.  12  lb. 
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Cases   of   the    Musculau  Type   in  which    Hyternephromata 
have  been  found. 

Liiisor's  patient  was  a  bo}^  a^t.  5yV, ,  who  was  supposed  to  be 
sixteen  to  eighteen  3'ears  ot  age.  He  exceeded  most  of  the 
measurements  of  a  normal  boy  of  fifteen.  ^Phe  mons  veneris 
was  covered  with  hair.  The  penis  Avas  8-9  cm.  in  length, 
and  12-14  cm.  "  in  statu  erectionis."  The  testicles  were  as 
large  as  pigeon's  eggs. 

After  deatli  a  malignant  tumour  in  the  left  supra-renal 
was  found  ("  Ueber  die  Beziehungen  zwisclien  Nebenneiren 
und  Korperwachstum  besonders  Riesenwuchs,"  Beitri'ige  z. 
lilin.  Chirurgie,  1903,  xxxvii,  p.  282). 

Charles;  E.  AiJam.fi,  records  the  case  of  a  bo}'  ret.  14fV,  Avho 
developed  pubert}-  at  the  age  of  ten  years,  from  which  time 
although  he  increased  little  in  height  he  developed  great 
muscular  strength,  excelled  in  athletic  sports,  and  defeated 
all  competitors.  For  two  years  his  complexion  had  been 
observed  to  be  plethoric  and  dusky,  and  during  this  period 
the  growth  of  hair  on  his  face  had  to  be  shaved  almost  daily. 
His  general  appearance  was  that  of  a  sturdy  little  man. 

He  died  at  the  age  of  sixteen  of  a  malignant  hyper- 
nephroma like  a  perithelioma  affecting  the  left  supra-renal 
capsule  [Path.  Soc.  Transt.,  vol.  Ivi,  Pt.  II,  1905,  p.  209). 

Cases  op  the  Muscular  Type  in  which  other  than  Adrenal 
Tumours  have  been  present. 

C.  Ogle  has  recorded  the  case  of  a  boy,  a3t.  6,  who  showed 
a  marked  premature  development  of  the  penis  and  the  pubic 
hair.  After  death  a  tumour,  apparently  being  an  alveolar 
sarcoma,  with  haemorrhages  and  cysts  involving  the  2^ineal 
glaud  was  found   {Path.  Soc.  Trans,  1899,  vol.  1,  p.  G). 

Heuhner  has  observed  a  similar  case  of  pineal  tumour  in  a 
boy,  JBt.  4.^,  with  abnormally  large  penis,  scrotum  and  testes, 
and  abundant  pubic  hair  (quoted  by  C.  Ogle,  ojy,  cit.). 

Muscular  Type  associated  with  Testicular  Tumour. 

E.  Sacchi  {Riv.  Bef.  di  Frenetria,  1895,  vol.  xxi,  p. 
149)  describes  a  boy,  fet.  9^,  whose  development  was 
altogether  excessive.  His  right  testicle  was  atrophied,  tlie 
left  was  of  enormous  size.  It  was  removed  and  found  to  con- 
tain an  epithelial  growth.  "The  boy  then  became  more 
childlike,  and  his  beard  fell  out." 
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Cases  in  which  Precocious  Puberty  has  occurred  in 
association  with  ovarian  tumours. 

Clement  Lucas  recoi'ded  the  case  of  a  red-haired  girl,  a?t.  7, 
who  was  admitted  to  the  Evelina  Hospital  after  havino-  men- 
strual ed  several  times.  Hair  an  inch  in  length  grew  on  the 
pubes,  the  niammai  were  well  developed  and  the  child 
resembled  a  developed  woman.  Mr.  Lucas  removed  a  solid 
tumour  of  the  ovary,  and  after  the  operation  menstruation 
ceased,  and  the  signs  of  puberty  graduall}'  disappeared. 

The  tumour  seems  to  have  been  of  doubtful  nature.  Dr. 
Goodhai't  said,  "  Round-celled  sarcoma  seems  the  best  name 
for  it."  It  consisted  of  numerous  alveoli  containing  1-3 
granular  cells.  It  was  probablv  not  malignant  {CIui.  Soc. 
Trans,  vol.  xxi,  1888,  p.  224). 

Parkes  Weher  {liejwrts  of  the  Society  fm-  the  Study  of 
Disease  in  Children,  vol.  ii,  1902,  p.  282)  mentioned  that  JReiu 
detected  an  ovarian  cyst  in  a  girl,  aet.  G,  who  menstruated 
prematurely  {VratcJt,  1894). 

Brolil  removed  a  large  cystic  ovary  from  a  girl,  'xt.  7,  with 
precocious  menstruation.  The  child  remained  nnder  observa- 
tion for  about  two  years  during  which  there  was  no  further 
menstruation  {Centralhlatt  f.  Gynak.,  1897,  No.  4). 

Hofacler  found  three  cases  of  sarcoma  of  the  ovary  out  of 
sixty-two  cases  of  precocious  menstrnation  (Ce)itralhlatt  f. 
GyiuiTi,  1898,  No.  41), 

Other  unexplained  Cases  of  Precocious  Puberty. 

H.  B.  Robinson  {Reports  of  the  Society  for  tlie  Study  of 
Disease  in  Children,  vol.  ii,  1902,  p.  222),  referred  to  an 
interesting  series  of  cases  of  precocious  sexual  development 
in  a  single  family. 

Two  children,  one  a  fortnight  and  the  other  two  j'ears  old, 
were  brought  to  him  to  decide  whether  they  were  male  or 
female.  He  said  that  the  elder  was  a  female,  but  was  doubt- 
ful about  the  sex  of  the  youuger.  Eighteen  months  later  they 
were  brought  to  him  again,  and  then  the  elder  girl  had 
developed  a  good  deal  of  pubic  hair,  and  the  younger  child, 
who  was  then  found  to  be  a  female,  had  also  signs  of  hair  on 
the  pubes.  In  both  cases  the  clitoris  Avas  much  hypertrophied. 
Menstruation  had  not  occurred.      A  curious  feature  was  that 
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their  brother,  a  chiki  jet.  5,  had  geiiital.s  and  pubic  liair  sucli 
as  would  be  seen  in  an  adult. 

We  know  no  other  instance  in  which  precocious  puberty 
to  this  extent  has  occurred  in  members  of  the  same  family. 


The  Nature  of   the    Tlmours  concerked  in  the  prodcctiox 
OF  Obesity  with  Pkejiatuke  Sexual  Development. 

In  the  majority  of  cases  it  has  been  described  as  carcinoma 
or  hypernephroma  malignum,  but  in  two  (Colcott  Fox's  and 
Ritchie's)  the  structure  has  been  that  of  a  sarcoma ;  in 
several  others  there  has  been  a  simple  hypertrophy. 

In  the  case  (H.  M.,  see  p.  180)  noAv  ])ublished  the  tumour, 
if  malignant  at  all,  is  of  a  carcinomatous  type. 

The  occurrence  of  a  true  carcinoma  at  this  early  age  is 
decidedly  rare,  and  a  few  remarks  on  some  recent  views  as 
to  the  true  nature  of  these  tumours  may  not  be  out  of  place. 
It  has  long  been  known  that  tumours  of  the  adrenals  and  of 
some  other  parts  of  the  body  do  not  conform  exactly  to  the 
classical  types  of  carcinoma  and  sarcoma  as  met  with  in 
other  organs.  In  many  cases  the}'^  approach  closely  to  the 
type  of  the  endotheliomata,  and  in  special  resemble  the 
peritheliomata,  in  others  sarcomatous  and  carcinomatous 
structures  may  appear  mingled  together,  and  in  yet  others 
the  primary  tumours  may  be  carcinomatous  in  type  and  the 
metastases  sarcomatous.  Thus  Rolleston  and  Marks  say : 
"  Malignant  tumours  of  the  adrenals  are  a  peculiar  and 
special  class.  They  may  approach  structurally  either  the 
carcinomata  or  the  sarcomata,  and  sometimes  one  and  the 
same  tumour  may  in  parts  resemble  each."  '^ 

There  is,  however,  no  absolute  agreement  amongst  patho- 
logists as  to  the  use  of  the  terms,  and  every  attempt  to 
define  them  so  as  to  conform  to  the  use  of  different  authorities 
has  been  unsuccessful.  There  are  two  main  methods  of 
classification— the  morphological  and  the  developmental  or 
embryological.  If  we  adopt  the  former  the  diagnosis  of  the 
nature  of  any  tumour  is  simple,  and  it  is  easy  enough  to  label  it 
sarcoma  or  carcinoma  according  to  its  structure.  We  find, 
however,  that  the  groups  thus  obtained  are  not  at  all  homo- 
geneous, the  carcinomata,  for  example,  including  the  highly 
malignant  scirrhus  and  some  almost  benign  endotheliomata. 
Nor   is   the    embryological    or    developmental    classification 

*  Amer.  Journ.  Med.  Sci.,  1898,  p.  383. 
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altogether  satisfactory.  It  is  by  no  means  easy  to  apply  in 
practice,  since  the  study  of  the  histogenesis  of  any  tumour  is 
a  difficult  matter.  Further,  it  seems  irrational  to  separate 
two  tumours  of  similar  structure  into  different  groups  because 
of  their  differing  embryology,  and  this  is  what  we  must  do  if 
we  adopt  this  classification,  since  we  must  regard  any  malig- 
nant adrenal  tumour  as  a  sarcoma  (because  of  its  origin 
from  mesoblast),  thus  separating  it  from  other  malignant 
tumours  which  it  closely  resembles,  but  which  are  derived 
from  epiblastic  organs.  Yet  the  embryological  classification 
is  on  the  whole  most  satisfactory  and  most  generally  used, 
and  by  pushing  our  researches  in  development  a  little 
further  than  the  recognition  of  the  three  primary  layers  it  is 
possible  to  harmonise  the  embryological  and  structural  views 
on  the  adrenals. 

The  mesoblast  separates,  soon  after  it  is  formed,  into  two 
parts,  the  median  mass,  or  mesenchyme,  from  which  the  con- 
nective tissues  are  derived,  and  the  distal  portion,  which 
divides  into  two  layers  and  forms  the  endothelium  lining  the 
coelom  and  the  uro-genital  tract.  This  is  called  mesothelium, 
and  it  is  from  this  portion  that  the  adrenals,  and  therefore  the 
adrenal  tumours,  are  developed,  hence  the  name  mesothelioma 
which  has  been  applied  by  Buxton"^  and  by  Woolley  and 
Adamit  to  the  tumours  derived  from  the  adrenals,  the 
ovaries  and  testes,  and  the  kidneys. 

This  view  accounts  for  the  structure  of  the  tumours  of 
these  organs  in  a  very  satisfactory  way.  The  "  epithelium '' 
of  these  mesothelial  organs  is  not  embrj^ologically  epithelium 
at  all,  being  derived  from  the  mesoblast.  As  a  result,  if  we 
accept  the  view  that  a  tumour  is,  structurally,  a  reversion  to 
an  earlier  type,  we  can  readily  explain  why  it  should  form 
tumours  of  epithelial  or  sarcomatous  structure  ;  in  the  former 
case  the  reversion  has  not  proceeded  far,  whereas  in  the 
latter  case  the  cells  have  gone  back  to  their  primary  undiffe- 
rentiated mesol)lastic  condition.  It  follows,  therefore,  that 
the  most  logical  course  is  to  cease  to  attempt  to  classify  the 
tumours  of  these  organs  as  if  they  were  derived  from  epithe- 
lium or  connective  tissue,  and  to  call  them  mesotheliomata, 
adding  for  greater  exactness  (if  necessary)  "of  carcinomatous 
type,"  or  "sarcomatous  type,"  or  "mixed." 

In  the  cases  recorded  the  reversion  does  not  seem  to  have 
gone  far.    The  majority  of  the  tumours  have  been  niesotlielio- 

*  Buxton,  Journ.  Cutaneous  and  Gcnito-Urinary  Diseases,  1890,  p.  74. 
t  Woolley  and  Adami,  Trails.  Assoc.  Arner.  Phys.,  lt)02,  xvii,  027. 
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mata  of  carcinomatous  type^  two  only  being  described  as 
sarcomata. 

On  the  other  hand,  true  cases  of  sarcoma  do  occur  in  the 
adrenals,  and  appear  to  be  unassociated  with  signs  of 
precocious  development.  Thus  in  the  cases  described  by 
de  Huyter"^  and  Peppert  the  tumours  were  lympho-sarcomata, 
and  in  eight  other  cases  collected  by  Bulloch  and  Sequeira 
the  sarcomata  were  present  in  cases  in  which  the  bodily 
development  was  normal. 

It  would  appear  from  these  facts  that  the  cause  of  the 
precocious  development  lies  in  the  parenchyma-cells  of  the 
adrenal  cortex,  and  is  probably  of  the  nature  of  a  hyper- 
secretion of  an  internal  secretion.  When  a  true  sarcoma  [i.  e. 
one  developing  from  the  connective  tissue  and  not  from  the 
parenchyma)  occurs,  it  seems  probable  that  no  change  in  the 
activity  of  the  cortical  cells  occurs,  or  that  they  are 
destroyed,  in  which  case  no  internal  secretion  is  formed. 
When,  however,  an  overgrowth  of  these  cells  occurs,  whether  in 
the  form  of  simple  hypertrophy  or  of  a  tumour  of  sarcomatous 
or  carcinomatous  appearance,  we  must  assume  that  the  internal 
secretion  is  increased  in  amount  or  altered  in  quality  in  such 
a  way  that  acting  on  the  growing  tissues,  or  possibly  in  virtue 
of  some  indirect  action  on  other  organs  having  an  internal 
secretion,  it  alters  their  metabolism  in  some  profound  way  and 
causes  the  general  changes  with  which  we  are  now  familiar. 
It  is  perfectly  true  that  tumour-formation  is  in  general 
associated  with  a  diminution  of  the  function  of  the  cells 
concerned,  and  that  we  should  expect,  therefore,  a  diminution 
of  the  internal  secretion  of  the  cortical  cells  when  meso- 
theliomata  are  present.  There  are,  however,  indications  that 
this  rule  is  not  without  exceptions,  and  it  is  difficult  to 
explain  the  observed  facts  on  any  other  hypothesis. 

Conclusions. 

(1)  Precocious  development,  sexual  and  somatic,  may  be 
due  to  tvunours  or  to  simple  hypertrophy  of  the  adrenal 
cortex,  of  the  accessory  genital  glands,  and  of  the  pineal  and 
pituitary  glands.  The  thyroid  and  thymus  glands  are  also 
probably  intimately  connected  with  the  phenomena  of 
physical  and  sexual  development. 

(2)  The  opposite  condition,   namely  infantilism,  stunted 

*  Archivfur  klin.  Chirxirg.,  1890,  p.  98. 
t  Amer.  Journ.  Med.  Science,  1901,  p.  287. 
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growth,  loss  or  iion-developmeiit  of  sexual  function  may 
depend  on  atrophy,  or  on  perverted  or  annulled  function  of 
one  or  more  of  the  organs  named. 

(3)  Hypersecretion  on  the  part  of  one  or  more  of  the 
glandular  structures  named  in  the  first  case,  and  hypo- 
secretion  in  the  second,  may  account  for  the  opposite  con- 
ditions described. 

Correlation  of  function  or  some  mutual  check  action  may 
exist  between  the'vai-ious  organs  which  have  been  mentioned. 

(4)  Precocious  development,  sexual  and  somatic,  may  in 
some  cases  be  unassociated  with  any  obvious  lesion  of  organs. 

(5)  Two  distinct  types  of  precocious  development,  namely 
the  obese  and  the  muscular  type,  are  found  in  association  with 
tumours  of  the  adrenal  cortex.  The  obese  type  affects  both 
sexes,  but  the  muscular  is  practically  confined  to  males. 

(6)  Premature  liirsuties  is  the  rule  in  practically  all  cases 
of  premature  development,  but  is  not  necessarily  associated 
with  other  signs  of  sexual  maturity 

(7)  The  nature  of  adrenal  tumours  which  have  been 
associated  with  precocious  development  is,  as  a  rule,  such  as 
would  suggest. an  overgrowth  of  the  parenchyma-cells  proper 
to  the  adrenal,  and  may  be  either  malignant  or  non- 
malignant;  whilst  in  some,  at  least,  of  the  cases  of  hyper- 
nephroma Avhich  are  not  associated  with  this  precocious 
development,  the  structure  (e.  g.  that  of  a  lympho-sarcoma) 
would  suggest  destruction  of  these  cells. 
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XXXII. — Diagnosis  in  Cases  of  Prolonged  Pijrexia. 
By  F.  DE  Havilland  Hall,  M.D.  Bead  May  24, 
1907. 

THE  occurrence  of  two  cases  of  prolonged  pyrexia  of  the 
intermittent  or  hectic  type  under  my  care  in  the 
Westminster  Hospital  has  induced  me  to  discuss  the  difficulties 
which  may  arise  in  arriving  at  a  correct  diagnosis  in  similar 
cases.  I  will  briefly  narrate  the  clinical  history  and  'post- 
mortem appearances  of  the  two  cases. 

Case  1. — R.  B.,  set.  44,  meat-carver,  admitted  June  10, 
1901.  Patieut  was  admitted  suffering  from  extreme  weak- 
ness. Father  died,  £et.  84,  of  cancer  in  neck.  Mother,  aet.  76, 
alive  and  health5\  Two  sisters  and  three  brothers  alive  and 
healthy.     Four  brothers  and  sisters  died  young. 

Patieut  was  born  in  London,  and  except  for  five  years 
when  he  was  in  the  Isle  of  Wight,  he  has  always  lived  in 
London.  Six  years  ago  he  attended  the  Out-patient  Depart- 
ment suffering  from  rheumatism.  He  had  gonorrhoea  when 
eighteen  years  of  age,  but  has  not  had  syphilis.  In  July, 
1900,  lie  had  "congested  liver,"  after  treatment  at  home  he 
attended  St.  Bartholomew's  till  February  when  lie  was  too  ill 
to  ffo.  He  then  had  influenza.  Whilst  attendinaf  at  St. 
Bartholomew's  he  was  found  to  have  some  "tuberculous 
glands "  in  the  left  side  of  the  abdomen.  At  the  end  of 
February  patient  improved,  the  glands  cleared  up,  and  at 
Easter  he  felt  fairly  well.  He  then  caught  cold,  and  the 
cough  returned. 

For  about  three  weeks  before  admission  he  had  been 
attending  the  Out-patient  Department.  On  June  7  he 
brought  up  about  a  tablespoonful  of  blood.  He  has  lost 
weight. 

On  physical  examination  the  only  thing  found  amiss  was 
a  patch  of  impaired  resonance  and  deficient  entry  of  air  at 
the  right  apex  posteriorly,  a  few  moist  sounds  were  heard  in 
the  interscapular  region.  The  heart-sounds  were  quite 
normal. 

In  view  of  the  temperature,  loss  of  weight,  history  of 
bringing    up   blood,  coupled  with  the  physical  signs  at  the 
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right  apex  a  diagnosis  of  pulmonary  tuberculosis  was  made. 
There  was,  however,  very  little  cough,  and  hardly  any 
expectoration. 

On  June  21  the  sputum  was  examined  and  B.  tuberculosis 
could  not  be  found. 

24th. — It  was  noted  that  the  physical  signs  remain  un- 
changed.    The  patient  does  not  feel  so  well  in  himself. 

July  1. — Some  enlarged  glands  can  be  felt  in  the  left 
inffuinal  and  iliac  reo*ions. 

loth. — During  the  past  Aveek  slight  oedema  of  the  feet  has 
been  noticed.  There  is  no  fluid  in  the  pleural  or  peritoneal 
cavities. 

19tli. — The  oedema  is  more  marked  in  the  left  foot  than  in 
the  right.  The  tongue  is  moist  and  slightly  furred.  The 
appetite  is  not  so  good.  Nothing  further  has  been  discovered 
on  physical  examination. 

13th. — Examination  of  blood  : 


Red  corpuscles  (good  size  and 

Leucocytes 

Finely  granular  oxyphil  cells 

shape) 

.  2,283. 
3, 

,000  per  c.mm. 
81   per   cent. 

Coarsely             ,,             ,, 
Hyaline  cells 
Lymphocytes 
Haemoglobin  value  of  blood 

8         „ 
11         „ 
60        „ 

Numerous  blood  platelets. 

19th. — 4  c.c.  blood  taken  from  median  basilic  vein  and 
added  to  50  c.c.  broth.  No  micro-organisms  of  any  kind  grew 
by  the  end  of  two  days. 

22nd. — The  scrotum  became  oedematous  j'esterday ;  the 
oedema  of  the  feet  has  increased.  The  glands  in  the  left  iliac 
region  have  increased  in  size. 

August  12. — Patient's  general  condition  has  remained 
unaltered.  Haemorrhage  in  both  retinae  has  been  noted. 
Liq.  Arsenicalis  ii\iij  ter  die  ordered. 

21st. — Diarrhoea  commenced  on  the  15th,  and  has  persisted 
until  now.     The  liquor  arsenicalis  has  therefore  been  stopped. 

26th. — The  diarrhoea  is  less.  The  glands  in  the  supra- 
clavicular region  appear  to  be  increasing  in  size ;  the  other 
glands  are  unaltered. 

September  4. — A  soft  systolic  murmur  heard  loudest  at 
third  left  interspace  has  been  detected.  It  is  not  audible  in 
the  axilla.     The  impulse  is  feeble  and  the  heart  does  not 
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appear  to  be  enlarged.  CEdema  of  ankles  more  marked  since 
the  patient  has  been  up.     The  diarrhoea  has  ceased. 

13th. — Patient  had  10  c.c.  of  antistreptococcic  serum  sub- 
cutaneously. 

These  injections  were  continued  daily  for  ten  days  without 
any  appi'eciable  eifect,  so  they  were  omitted. 

During  October  the  patient's  condition  fluctuated  from 
day  to  day,  but  on  the  whole  he  gradually  greAv  weaker. 

November  8. — Patient  had  a  fit  at  6  a.m.  It  lasted  about 
two  minutes.  It  started  in  the  right  arm  and  then  spread  to 
face.  The  arm  remained  weak  for  a  few  hours.  Two  days 
later  he  had  another  fit. 

On  November  26  he  had  two  fits,  and  one  fit  on  the  28th 
and  29th  respectively. 

He  died  on  November  29. 

On  admission  the  patient  weighed  8  st.  7  lb.  10  oz.  in  his 
dressing  gown.  He  used  to  weigh  about  12  st.  The  weight 
gradually  fell  to  8  st.  3  lb.  4  oz.  on  June  30.  From  this  date 
there  was  practically  a  steady  rise  in  weight  until  August  25, 
when  the  patient  was  found  to  weigh  9  st.  3  lb.  By  Sep- 
tember 10  he  had  lost  a  stone.  From  this  date  the  weight 
fluctuated  between  7  st.  12  lb.  and  8  st.  3  lb.  10  oz.  His  last 
weight  was  8  st.  1  lb.  on  November  2.  After  this  he  was  too 
weak  to  be  weighed.  Much  reliance  cannot  be  placed  on  the 
weight,  as  the  amount  of  dropsy  varied. 

The  temperature  from  the  date  of  admission  until  October 
31  was  of  a  characteristic  hectic  type,  usually  about  103°  F., 
and  coming  down  to  normal,  or  nearly  normal,  in  the  morning. 
The  highest  temperature  attained  was  103*7°.  In  the  first 
week  of  November  the  temperature  was  practically  normal ; 
it  then  rose  again,  but  only  once  reached  102°.  For  the  three 
days  preceding  death  the  temperature  was  mostly  subnormal. 

The  urine  varied  in  specific  gravity  from  1016  to  1022. 
On  several  occasions  in  the  month  of  September  a  trace  of 
albumen  was  detected;  later  on  the  urine  was  free  from 
albumen.     Sugar  was  never  found. 

The  medicinal  treatment  was  very  simple.  At  first  he 
Avas  ordered  a  prussic  acid  and  soda  mixture ;  then  he  took 
2  gr.  of  quinine  every  four  hours  for  a  month.  As  the 
temperature  was  not  affected  by  the  quinine,  liquor  arsenicalis 
in  3-minim  doses  was  given,  but,  as  this  caused  diarrhoea,  it 
was  discontinued,  but  resumed  later  on.  From  time  to  time, 
when  he  had  dyspeptic  symptoms,  he  went  back  to  the 
prussic  acid  and  soda  mixture. 
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Necropsy  made  twenty-two  hours  after  death. 

Body  much  emaciated.  Slight  excess  of  fluid  in  all  four 
great  serous  sacs. 

With  the   exception  of  sub-arachnoid  oedema  and  excess 
of  fluid  in  the  ventricles  the  brain  is  normal. 

The  pleuras  are  normal. 

Lungs  are  large.  Some  hypostatic  engorgement  and 
oedema.  At  right  apex  there  is  consolidation  about  the  size 
of  a  walnut ;  it  is  quite  firm ;  it  is  surrounded  by  a  sinuous 
yellow  margin,  the  central  portion  being  greenish-black, 
mottled  with  yellow.     Kest  of  lungs  normal. 

Heart  and  arteries  normal. 

Peritoneum  normal. 

The  stomach  at  the  pyloric  end  presents  four  ulcers  of  the 
mucosa.  Each  is  about  the  size  of  a  threepenny  piece.  A 
similar  ulcer  is  seen  in  the  sigmoid  flexure,  oval,  about  the 
size  of  a  bean.  The  rest  of  the  gastro-intestinal  tract  is 
normal  excepting  for  atrophy  of  lymphoid  tissue. 

The  liver  and  pancreas  are  normal. 

The  spleen  weighs  13  oz.,  is  very  soft,  dark  purple  in 
colour.  It  contains  several  spheroidal  masses  the  size  of 
large  peas,  of  firmer  consistence  than  the  rest  of  pulp,  and  of 
darker  colour. 

Adrenals  normal. 

Kidneys.  Right  4  oz. ;  left  6  oz.  In  both  are  numerous, 
small  yellowish  areas  of  irregular  shape ;  they  are  not  ob- 
viously caseous.     Rest  of  tissue  normal. 

The  prevertebral,  abdominal,  and  pelvic  lymphatic  glands, 
those  at  the  upper  part  of  both  inguinal  regions,  and  those  in 
the  neck  are  much  enlarged.  They  are  of  soft  consistence, 
but  imbedded  in  fibrous  tissue,  so  that  the  prevertebral  mass 
feels  firm  as  a  whole.     In  some  a  few  yellowish  areas  exist. 

Prostate  and  bladder  normal. 

Bones  normal. 

Microscopical  examination : 

Lung. — Chronic  pneumonia,  with  areas  of  fibro-caseation. 
A  few  giant-cells. 

Kidney. — Caseation  and  cell  infiltration  areas  with  a  few 
giant  cells. 

Glands. — Hyperplasia,  interstitial  fibrosis,  areas  of  casea- 
tion, necrosis.  In  centre  of  the  necrotic  areas  of  glands  are 
large  crowds  of  bacilli  with  staining  reaction  of  B.  tuberculosis. 
The  bacilli  are  larger  than  the  ordinary  human  tubercle 
bacilli ;  they  take  the  stain  very  deeply ;  they  are  massed  in 
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the  centrtil  portion  of  the  necrotic  focus ;  on  the  outer  parts 
they  are  quite  discrete. 

In  the  lung  there  are  a  few  bacilli^  but  none  are  found  in 
the  kidney  (one  section) . 

Case  2. — J.  P.,  a3t.  21,  hotel  porter.  Admitted  July  21, 
1903. 

Patient  was  admitted  for  pain  in  the  chest.  The  patient 
has  not  been  well  for  twelve  months,  and  his  mother  has 
noticed  that  he  has  been  getting  thinner. 

On  July  19  he  complained  of  pain  across  the  back,  and 
the  next  day  he  had  more  pain  on  the  left  side.  In  the 
evening  the  pain  increased  in  severity,  and  he  was  unable  to 
get  about. 

The  patient  has  had  some  cough  and  shortness  of  breath 
for  six  months,  but  he  has  been  able  to  go  on  with  his  work 
until  the  day  before  admission. 

There  has  been  no  headache,  epistaxis,  or  vomiting. 

Five  years  ago  the  patient  had  an  attack  of  acute  rheuma- 
tism, and  was  laid  up  for  fourteen  days.  He  has  had  several 
slight  attacks  of  rheumatism  since.  He  has  had  no  other 
serious  illness. 

Family  history. — Father  died  of  phthisis  aged  fifty-one 
eighteen  months  ago.  Mother  living  and  healthy.  She  has 
had  eight  children;  two  died  of  whooping-cough.  Patient 
used  to  sleep  in  the  same  room  as  his  father  when  the  latter 
was  ill. 

The  patient  is  thin  and  anaemic.  He  is  rather  deaf, 
but  this  is  not  of  recent  origin.  Pupils  are  equal.  The 
cardiac  impulse  is  over  the  fifth  space  in  the  nipple  line.  The 
area  of  cardiac  dulness  extends  up  to  fourth  rib,  not  to  right  of 
sternum.  There  is  a  loud  mitral  systolic  murmur  conducted 
into  axilla.  An  aortic  diastolic  murmur  is  audible  at  the 
base  and  down  sternum  to  xiphoid.  It  is  most  loudly  heard 
over  fourth  left  costal  cartilage.  Pulse  is  regular,  cpiick; 
low  tension.  There  is  marked  idiomuscular  contraction  all 
over  both  apices.  The  percussion  note  is  flat  at  both  apices, 
in  front  and  behind.  A  few  rales  can  be  heard  at  the  end  of 
deep  inspiration  in  the  second  left  space  in  front,  and  a 
crepitant  rale  in  second  right  interspace  in  front  of  chest. 
His  appetite  is  fair.  The  tongue  is  coated  and  dry  down  mid- 
line. The  abdomen  is  rigid.  The  liver  is  three  fingers' 
breadth  below   costal    margin    in    nipple   line.      Bowels  are 
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regular.     There  is  no  vomiting.     No  oedema  of  legs.     Urine 
1020,  acid ;  free  from  albumen  and  sugar. 

On  August  8  it  was  noted  that  the  patient  had  occasionally- 
been  delirious,  and  had  vomited  twice. 

September  14. — Patient  says  that  he  is  feeling  better,  but 
complains  of  aching  pain  in  his  back,  which  he  says  is 
extending  down  his  legs.  There  is  some  slight  fulness  over 
patient's  left  buttock,  and  slight  heat  as  compared  with  other 
side,  but  no  fluctuation  can  be  detected. 

28th. — The  pains  have  nearly  all  disappeared  except  about 
the  chest.  He  sleeps  well,  his  appetite  is  good,  his  tongue  is 
clean,  and  the  bowels  are  regular. 

October  5. — Patient  says  that  he  is  feeling  quite  comfort- 
able, and  is  no  longer  troubled  with  pain  except  slightly  in 
the  legs  after  he  has  been  up  and  about  the  ward.  Sleeps 
fairly  well. 

19th. — Patient  feels  quite  comfortable.  He  has  no  pain. 
The  condition  of  the  heart  is  unchanged. 

November  2nd. — Patient  is  still  free  from  pain,  and  says 
that  he  is  feeling  all  right.  Impairment  of  resonance  is  noted 
at  the  right  apex ;  a  few  sibilant  rhonchi  and  crackling  sounds 
are  heard. 

9th, — It  was  noted  that  the  abdomen  was  still  rigid.  No 
enlarged  glands  were  detected. 

16th. — Patient  complains  of  a  troublesome,  dry  cough. 
18th. — Sibilant  rhonchi  and  rales  all  over  both  lungs,  most 
marked  at  right  apex.     There  is  some  dyspnoea. 

2ord. — Patient  has  increasing  dyspnoea,  and  complains 
that  sometimes  he  can  hardly  get  his  breath.  He  has  a  very 
troublesome  cough,  but  without  expectoration.  The  impair- 
ment of  resonance  at  the  right  apex  is  more  marked.  The 
cardiac  physical  signs  are  unaltered.  Pulse  140 ;  low  tension ; 
dicrotic.     There  is  some  oedema  of  the  ankles. 

The  patient  gradually  grew  worse,  the  dyspnoea  increased, 
and  the  cough  continued  troublesome,  but  without  expectora- 
tion, and  he  died  on  November  27. 

Three  examinations  of  the  sputum  were  made  on  August 
7,  September  29,  and  October  21  respectively,  but  tubercle 
bacilli  were  not  found. 

On  September  15  cultures  from  blood  in  broth  gave  a 
pure  growth  of  an  oval  coccus,  chiefly  in  pairs,  but  also  in 
short  chains  of  four.  Subcultures  on  agar  gave  a  delicate 
film  of  small  translucent  colonies.  The  organism  stained  by 
Gram,  and  was  distinctly  lanceolate  in  shape. 
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From  these  characters  it  is  probably  the  B.  jiwumoniai, 
the  delicacy  of  the  subcultures  being  in  accordance  Avith  this 
view.     Staphylococci  and  streptococci  are  absent. 

On  October  9  an  examination  of  the  blood  was  made, 
with  the  following  result : 

Red  corpuscles  .  .  .     3,900,000 

Leucocytes    ....  6,400 

Polymorphonuclears  .  62  per  cent. 

(Eosinophils  1  per  cent.) 
Monomorphonuclears  .  17         „ 

(Large  7  per  cent.) 

(Small  10  per  cent.) 

The  urine  was  repeatedly  examined;  the  specific  gravity 
varies  from  1014  to  1022.  It  never  contained  sugar,  and  only 
a  trace  of  albumen  on  one  occasion. 

Throughout  nearly  the  whole  of  the  patient's  stay  in  the 
hospital  the  temj)erahcre  was  of  a  hectic  type,  the  evening 
temperature  being  102°  to  103°,  and  the  morning  temperature 
being  usually  between  98"4°  and  99°.  On  nine  occasions  only 
did  the  evening  temperature  exceed  103°,  and  the  highest 
temperature  recorded  was  103  "8°. 

From  August  25  to  September  12  there  was  a  distinct 
improvement  m  the  temperature.  The  highest  temperature 
during  this  time  was  102°,  the  usual  evening  temperature 
being  about  101°.  Then  followed  a  period  of  higher  tem- 
peratures, rising  to  103°  and  upwards  in  the  evening.  From 
October  13  to  20  there  was  a  period  of  comparatively  low 
temperature;  for  three  days  it  did  not  rise  above  normal; 
from  the  20th  to  the  24th  it  oscillated  between  96°  ;ind  103° ; 
then  came  two  days  of  normal  temperature;  then  followed 
three  weeks  of  hectic  temperature,  an  evening  rise  to  about 
102°,  with  a  morning  temperature  of  97°  to  100°.  Two  days 
before  death  the  temperature  fell  to  95*4°,  and  gradually  rose, 
and  on  the  day  of  death  reached  103°. 

Necropsy  made  fourteen  hours  after  death. 

Body  emaciated.  Slight  oedema  of  feet  and  legs.  Pale 
lividity  of  skin.  Herpes  of  upper  lip.  Yellow  discoloration 
of  skin  of  upper  part  of  thorax. 

Much  yellow  serous  fluid  in  pleural,  pericardial,  and  peri- 
toneal sacs. 

Lungs  large,  subcrepitant,  partly  from  red  induration, 
partly  from   early  pneumonia ;  the  latter  portions  are   dark 
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red  and  friable,  the  former  tough.  CEdema;  muco-purulcut 
fluid  in  bronchi. 

Heart  22  oz.,  shape  globose,  in  diastole ;  left  ventricle 
dilated  and  hypertrophied  ;  right  heart  hj'pertrophied. 
Aortic  and  mitral  valves  thickened  and  covered  with  coarse 
vegetations,  which  have  spread  along  chordte  to  wall  of 
ventricle  and  upwards  into  auricle.  Part  of  mitral  is  ulcer- 
ated.    Much  soft  blood  and  decolourised  clot  in  cavities. 

Arteries  normal. 

Liver  6  lbs.  2  oz.,  nutmeggy,  soft. 

Pancreas  5  oz.,  normal.  Spleen  18  oz.,  adherent  to  dia- 
phragm ;  large  old,  and  recent  small  infarcts. 

Kidneys:  each8oz.;  numerous  red  infarcts.  "Cardiac," 
tough,  red,  mottled  with  yellow. 

Adrenals  normal. 

Bladder  normal.     Testicles  normal. 

In  an  interesting  communication  of  "  A  Case  of  Ulcerative 
Endocarditis,^'  read  by  the  late  Dr.  W.  M.  Ord  before  the 
Medical  Society  of  London,"^  he  pointed  out  that  the  fol- 
lowing conditions  may  give  rise  to  remitting  or  paroxysmal 
pyrexia. 

1.  Ague. 

2.  Remittent  fever. 

(a)   Malarial. 

(6)  Non-malarial,  chiefly  intestinal. 

3.  Enteric. 

4.  Relapsing  fever. 

5.  Tuberculosis. 

6.  Confined  pus. 

7.  Pyaemia. 

8.  Septicaemia. 

9.  Ulcerative  endocarditis. 

10.  Lymphadenoma. 

11.  Occasionally  leucocythsemia. 

12.  Impacted  gall-stones  and  irritation  of  the  biliary 
passage. 

13.  Irritation  of  the  urinary  passages. 

14.  Irritation  of  the  alimentary  canal. 

15.  Syphilis. 

16.  The  mor^ithia  habit. 

17.  Foreign  bodies  impacted  in  the  tissues. 

To  this  list  I  would  add  malignant  disease  and  post- 
influenzal cases. 

*  Medical  Society's  Transactions,  vol.  xi,  p.  27-4. 
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In  any  given  case  of  prolonged  pyrexia,  the  possibility  of 
its  being  due  to  any  one  of  the  above  enumerated  nineteen 
conditions,  should  be  borne  in  mind,  until  by  a  process  of 
exclusion  the  diagnosis  is  narrowed  down  to  two  or  three  at 
the  utmost. 

It  will  be  found  in  practice  that  in  this  country  these 
cases  of  protracted  pyrexia  are  more  commonly  due  to  tuber- 
culosis and  malignant  endocarditis  than  to  any  other  two 
conditions.  It  is  therefore  to  draw  attention  to  tlae  frequency 
with  which  these  two  conditions  have  been  confounded,  and 
the  means  by  which  a  diagnosis  may  be  arrived  at,  that  I 
have  brought  forward  the  two  cases  the  notes  of  which  I 
have  given. 

Neither  the  age  nor  the  sex  of  the  patient  will  help  us,  as 
the  diseases  spare  neither  age  nor  sex,  and  their  respective 
age  and  sexual  incidence  will  furnish  no  clue.  Family  his- 
tory may  be  of  a  certain  assistance,  as  the  occurrence  of 
several  cases  of  tuberculosis  among  the  immediate  relations 
of  the  patient  should  awaken  suspicion.  On  the  other  hand, 
there  may  be  a  family  proclivity  to  rheumatic  affections,  and 
then  the  probability  of  a  rheumatic  endocarditis  may  be 
entertained.  The  past  history  of  the  patient  will  often  give 
valuable  information,  as,  for  instance,  attacks  of  haemoptysis 
(it  must  be  remembered,  hoAvever,  that  free  heemoptysis  not 
unfrequently  occurs  in  cases  of  mitral  stenosis),  pleurisy, 
fistula  in  ano,  enlarged  glands,  etc.,  may  lead  one  to  suspect 
tuberculosis.  The  history  of  a  pneumonia  is  of  equivocal 
value.  Pulmonary  tuberculosis  may  supervene  upon  lobar 
pneumonia,  especially  of  the  apex  of  the  lung,  but  over 
against  this  tendency  may  be  set  the  fact  that  pneumonia  is 
one  of  the  most  common  antecedeait  conditions  of  ulcerative 
endocarditis.  The  history  of  acute  rheumatism  followed  by 
cardiac  trouble  should  incline  the  scale  strongly  in  favour  of 
ulcerative  endocarditis. 

In  looking  at  Case  1,  the  evidence  is  strongly  in  favour  of 
the  diagnosis  of  pulmonary  tuberculosis  which  was  originally 
made,  in  spite  of  the  history  of  rheumatism.  'J'he  patient  had 
had  enlarged  glands,  cough,  with  expectoration  of  blood  and 
loss  of  weight,  and  there  were  slight  physical  signs  at  the 
right  apex  posteriorly.  All  that  was  wanted  to  clinch  the 
diagnosis  was  the  detection  of  the  tubercle  bacillus  in  the 
sputum.  This  confirmation,  however,  was  wanting,  so  other 
possible  causes  for  the  pyrexia  were  considered.  The  enlarged 
glands  suggested  the  possibility  of  leucocythsmia  or  lympha- 
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denoma.  The  former  was  excluded  by  the  result  of  the  blood- 
count,  and  though  there  was  some  enlargement  of  the  supra- 
clavicular glands,  the  glands  originally  affected  remained  un- 
altered, so  that  lymphadenoma  was  put  out  of  court.  There 
practically  only  remained  malignant  endocarditis,  and,  as  if 
to  lead  one  astray,  a  soft  systolic  murmur  was  detected  in  the 
third  left  interspace.  The  blood  had  been  previously  examined, 
but  no  micro-organisms  had  been  found  in  it.  The  points 
which  this  case  impressed  upon  my  mind  were — first,  the 
importance  of  repeated  examinations  of  the  sputum,  and  not 
being  content  Avith  one  or  two  negative  reports ;  secondly, 
that  a  murmur,  not  accompanied  by  other  evidences  of  heart 
disease,  should  not  receive  much  attention ;  and,  thirdly,  the 
existence  of  enlarged  glands  as  an  evidence  of  tuberculosis. 

The  'post-viortevi  examination  explained  the  difficulty  of 
diagnosis,  and  also  accounted  for  the  failure  to  detect  tubercle 
bacilli  in  the  sputum.  It  is  interesting  to  note  what  com- 
paratively small  pathological  lesions  will  account  for  pro- 
longed and  persistent  pyrexia. 

Case  2.  In  this  patient  the  history  of  acute  rheumatism 
and  the  physical  signs  of  aortic  and  mitral  disease  bulked 
largely  in  favour  of  malignant  endocarditis  as  the  cause  of 
his  pyrexia ;  but,  on  the  other  side,  it  was  to  be  noted  that 
the  patient  had  slept  in  the  same  room  with  his  father,  who 
had  died  eighteen  months  previously  of  phthisis,  and  that  the 
physical  signs  at  both  apices  Avere  suggestive  of  commencing 
pulmonary  tuberculosis.  In  view,  however,  of  the  fact  that 
three  examinations  of  the  sputum  gave  a  negative  result,  the 
idea  of  tubercnlosis  was  dismissed,  especially  as  cultures  from 
the  blood  gave  a  growth  of  an  oval  coccus,  probably  the 
dij^lococciis  pneumonise.  There  is  another  point  in  the  dia- 
gnosis on  which  I  would  insist,  and  that  is  the  comparative 
rarity  of  the  association  of  valvular  disease  with  pulmonary 
tuberculosis.  Kokitansky  went  so  far  as  to  say  that  "Persons 
labouring  under  enlargement  of  the  heart,  whether  primary 
or  superinduced  by  mechanical  obstruction  at  its  orifices,  do 
not  contract  tuberculosis."  Though  it  is  uncommon  to  find 
phthisis  and  heart  disease  in  the  same  person,  the  statement 
of  Rokitansky,  just  quoted,  is  of  too  sweeping  a  character, 
though  there  is  one  form  of  valvular  disease,  viz.  mitral 
stenosis,  which  seems  to  be  an  almost  complete  bar  to  the 
development  of  phthisis.  For  instance,  Percy  Kidd  gives  one 
instance  only  of  mitral  stenosis  in  500  necropsies,  and  Wal- 
sham  one  in  130.     Curiously  enough,  however  many  cases  of 
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mitral  stenosis  show  signs  which  can  easily  be  mistaken  for 
pnlnionary  tubercnlosis,  and  to  lead  the  unwary  astray  the 
disease  is  often  accompanied  with  haemoptysis.  I  have  had 
cases  sent  to  me  as  advanced  consumption  which  were  really 
examples  of  mitral  stenosis  with  lung  signs  and  symptoms. 
Hence  it  foUow^s  that  the  physical  signs  usually  met  with  in 
pulmonary  tuberculosis,  such  as  dulness  on  percussion,  with 
rales  at  the  apices  of  the  lungs,  should  not,  in  a  person 
suffering  from  mitral  stenosis,  be  accepted  as  evidence  of 
pulmonary  tuberculosis  unless  the  diagnosis  has  been  made 
certain  by  the  discovery  of  the  tubercle  bacillus  in  the 
sputum.  Given,  therefore,  the  signs  of  valvular  disease  with 
enlargement  of  the  heart,  and  especially  if  mitral  stenosis  be 
present,  it  would  be  unwise  to  make  a  diagnosis  of  pulmonary 
tuberculosis  unless  tubercle  bacilli  were  present  in  the  sputum, 
and  in  the  absence  of  these  bacilli  the  explanation  of  a  hectic 
temperature  should  be  sought  rather  in  a  malignant  endo- 
carditis than  in  tuberculosis ;  and  it  is  by  such  a  train  of 
reasoning  that  one  has  to  arrive  at  a  diagnosis  in  those  cases 
in  which  blood  cultures  give  no  definite  information. 
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XXXIII. — On  some  Cases  of  Partial  Heart -hloclc.     By 
A.M.  GossAGE,  M.D.  *  Read  May  24,  1907. 

THE  recent  work  of  Tawara  {Das  Reizleihingssyste/ni  des 
Saiiqetierherzens,  Jena,  1906)  and  Keith  [Lancet,  1906, 
ii,  p.  -359),  confirming  the  view  of  Stanley  Kent  [Journal  of 
Physiology,  1893,  xiv,  p.  43)  and  His  [Arheitcn  aus  dcr  medi- 
cinischen  Klinih  zu  Leipzig,  1893),  has  proved  the  existence 
of  a  muscular  connection  between  the  auricles  and  ventricles 
in  mammalia  and  man  and  so  has  removed  the  last  obstacle 
to  the  application  to  the  human  heart  of  the  conclusions  of 
Gaskell  [Schafer's  Physiology,  vol.  ii,  article  on  the  heart)  and 
Englemann  (PJiiiger's  Archiv,  vol.  Ixv,  1897,  p.  535)  as  to  the 
causation  of  the  cardiac  rhythm.  The  auriculo-ventricular 
bundle  starts  in  a  network  of  muscle  fibres  in  the  auricular 
septum  and  passes  down  to  the  fibrous  portion  of  the  inter- 
auricular  and  inter-ventricular  septum,  whence  it  descends 
between  the  ventricles  as  a  well-defined  band,  separated  from 
the  I'est  of  the  cardiac  muscle  by  fibrous  tissue,  and  divides 
into  two  branches,  one  to  each  ventricle,  each  of  which  splits 
up  into  a  number  of  smaller  branches  to  be  distributed  to  the 
musculi  pectin  ati  and  to  the  ventricular  walls.  It  is  to  be 
noticed  that  the  bundle  ends  not  at  the  base  of  the  ventri- 
cles but  at  the  apex  and  it  is  probable  that  the  ventricular 
contraction  starts  at  the  apex  and  not  at  the  base. 

A  particular  group  of  symptoms  has  been  observed  not 
very  infrequently  since  their  first  description  by  Adams 
[Dublin  Hospital  Re.'ports,  iv,  1827,  p.  396)  and  Stokes 
[Diihlin  Quarterly  Journal  of  Medical  Science,  1846)  and  has 
received  the  name  of  the  Stokes- Adams  syndrome.  I  have 
myself  seen  six  examples  of  this  syndrome.  The  symptoms 
are  a  very  infrequent  pulse  associated  with  certain  nervous 
attacks,  such  as  giddiness,  syncope,  epileptiform  seizures,  or 
even  attacks  like  apoplexy.  The  syndi'ome  is  commonest  in 
elderly  people  with  marked  arteriosclerosis,  but  it  may  occur 
in  young  adults,  as  in  one  of  my  own  patients,  who  was  only 
twenty-four.  The  infrequency  of  the  pulse  is  usually  per- 
sistent, but  sometimes  it  only  comes  on  during  the  nervous 
attacks,  whilst  in  other  cases  the  infrequent  pulse  and  the 
nervous  attacks,  after  being  present  for  several  months,  may 
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completely  disappear.  In  Case  3  of  those  reported  in  my 
paper  in  the  Transactions  of  the  Clinical  Society,  vol.  xxxviii, 
the  symptoms  lasted  four  months  and  then  quite  suddenly 
the  pulse-rate  became  normal  and  the  patient  had  no  further 
nervous  attacks  during  the  next  fifteen  months,  after  which 
time  he  was  lost  sight  of.  Naturally  such  recoveries  are 
more  common  in  younger  patients,  whose  symptoms  have 
started  after  some  acute  disease.  During  the  more  severe 
attacks  the  ventricles  generally  cease  to  beat,  sometimes  for 
nearly  a  minute,  and  the  stoppage  of  the  circulation  pre- 
cedes the  cerebral  symptoms  and  is  probably  the  cause  of 
them. 

Stokes  noticed  that  a  marked  pulsation  of  the  veins  of  the 
neck  developed  in  his  patient  and  the  same  phenomenon  has 
been  reported  by  a  number   of   other  observers,  several  of 
whom  noticed  that  the  venous  pulsations  were  more  numerous 
than  the  arterial,  and  it  was  even  suggested  that  the  auricles 
were  beating  faster  than  the  ventricles  (Chauveau,  liev.  de 
Med.,  Paris,  1885,  v,  p.  161).     His  in  1899  [Deutscli.  Archiv 
far  Min.  Med.,  vol.  Ixiv,  1899,  p.  329)  came  to  the  conclusion 
that  the  essential  lesion  was  a  depression  or  abolition  of  con- 
ductivity in  the  fibres  joining-  the  auricles  and  ventricles,  so 
that  the  ventricles   only  beat  once  to   every  two,  three,  or 
more  auricular  beats.     This  explanation  is  in  striking  agree- 
ment with  the  experimental  results  of  G-askell,  who  by  com- 
pressing the  connecting  strand  of  muscle  between  two  larger 
pieces  and  then   stimulating  one  of  the  latter  was  able  to 
"  block  "  the  stimulus,  so  that  the  other  piece  only  responded 
to  every  second,  third,  or  fourth  stimulus,  or  did  not  respond 
at  all,  there  being,  as  Gaskell  said,  either  partial  or  complete 
"heart  block"    (Gaskell,  loc.  cit.).     Later  researches   have 
completely  demonstrated  the  correctness  of  His's  hypothesis 
and   have    shown    that   there   may   be    partial    or    complete 
"  heart  block "  in  human  beings  where  the  ventricles  only 
respond  to  every  second  or  third  auricular  beat,  or  where  the 
auricles    and    ventricles    beat    quite   independently    of    one 
another.     Pathologically  several  cases  have  now  been  reported 
which  during  life  showed  this  syndrome  and  in  Avhich  after 
death  disease  implicating  the  auriculo-ventricular  band  has 
been    found.      This   view   has    been    further    confirmed   by 
Erlanger's  experiments  on  dogs  in  which  he  produced  heart 
block  by  compressing  the  auriculo-ventricular  band.     More 
recently  Erlanger    {Johns    Hoplc'ms  Tlosjyital  Bulletin,  July, 
1906)  has  damaged  this  bundle  in  a  living  dog  and  managed 
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to  keep  it  alive  for  some  Aveeks ;  the  dog  exhibited  symptoms 
whicli  closely  resembled  the  Stokes-Adams  syndrome ;  its 
auricles  beat  at  about  140  per  minute  and  the  ventricles  at 
only  60,  while  occasionally  the  ventricles  ceased  beating  for 
an  appreciable  period. 

One  can  demonstrate  that  the  auricles  are  beating  faster 
than  the  ventricles  in  several  ways.  Wenckebach  was  able 
to  prove  the  dropping  of  single  ventricular  beats  by  carefully 
timing  the  individual  intervals.  Nowadays  we  can  see  the 
heart  beating  hy  means  of  the  X  rays  and  it  is  possible  to 
count  two,  three,  or  four  auricular  beats  to  each  ventricular 
one  (it  is  usually  necessary  to  cover  the  ventricle  in  order  to 
see  the  auricles  beating,  but  these  can  be  compared  to  the 
pulse  at  the  wrist).  Gibson  {Brit.  Med.  Joiirn.,  1906,  vol.  ii, 
p.  22)  was  able  to  show  that  the  auricles  were  beating  two  to 

Fig.  1. 
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three  times  as  fast  as  the  ventricles  in  one  of  his  cases  bj' 
observing  the  electro-motive  changes  of  the  heart  by  means 
of  the  capillary  electrometer.  The  most  convincing  method, 
however,  is  that  of  Mackenzie,  who  records  at  the  same  time 
the  pulsations  of  the  jugular  vein  and  of  the  radial  pulse.  In 
the  jugular  pulse,  when  obtainable,  the  auricular  beat  is 
shown  preceding  the  wave  due  to  the  carotid  and  the  condition 
of  the  conductivity  of  the  cardiac  muscle  can  be  estimated  by 
the  interval  between  these  two  waves  (see  Fig,  1).  If  con- 
ductivit}'  is  depressed  the  stimulus  takes  longer  to  pass  from 
auricle  to  ventricle  and  this  interval  is  lengthened.  In  Fig. 
1,  where  a  is  the  wave  due  to  the  auricular  beat  and  c  the 
wave  due  to  the  carotid,  the  interval  between  a  and  c  instead 
of  the  normal  one-fifth  of  a  second  is  shown  by  the  time- 
marker  to  be  two-fifths  of  a  second  nnd  therefore  conductivity 
is  depressed.     On  giving  digitalis  to  this  case  Mackenzie, 
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who  has  kindly  allowed  me  to  use  his  tracings,  found  that  the 
pulse  was  halved  in  frequency  and  the  sphygmographic 
record  shows  that  only  every  other  auricular  beat  is  followed 

Fig.  2. 
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by  a  beat  of  the  ventricles  (see  Fig.  2),  the  further  depression 
of  conductivity  produced  by  the  digitalis  causing  a  block 
after  every  other  beat. 

In  animals  it  is  well  known  that  digitalis  depresses  con- 
ductivity and  here  Mackenzie  has  afforded  us  with  a  striking 
proof  that  the  same  holds  good  for  man  [Brit.  Med.  Journ., 
1905,  vol.  i,  p.  519).  Clinically,  we  find  that  conductivity 
may  also  be  depressed  by  certain  acute  illnesses,  e.  g.  rheuma- 
tism and  influenza,  and  the  Avhole  of  the  Stokes- Adams 
syndrome  may  follow  such  a  febrile  attack.  In  animals 
stimulation  of  the  vagus  depresses  conductivity  and  Mackenzie 
has  recently  shown  {Brit.  Med.  Journ.,  1906,  vol.  ii,  p.  1110) 
that  this  may  occvir  also  in  man  ;  in  a  patient  whose  conduc- 
tivity was  shown  to  be  depressed  by  the  length  of  the  a — c 
interval,  swallowing  induced  a  further  depression  so  that 
certain  stimuli  from  the  auricles  were  blocked  and  some  of 
the  ventricular  beats  dropped :  the  stimuli  from  the  phaiynx 
and  oesophagus  must  have  affected  the  heart  reflexly  through 
the  vagus.  After  a  prolonged  rest  the  conductivity  improves, 
as  is  shown  by  the  shortening  of  the  a — c  interval ;  so  that 
after  an  intermission  conductivity  may  be  sufficiently  recovered 
to  let  the  next  stimulus  through.  Frequent  stimulation  would 
exhaust  all  the  properties  of  the  cardiac  muscle,  so  that  ven- 
tricular intermission  would  be  more  likely  to  occur  in  cases 
of  depressed  conductivity  with  frequent  heart  rhythm  than 
with  infrequent.  In  Fig.  3  an  intermission  is  shown  taking- 
place  after  two  extrasystoles,  both  of  which  occur  very  early. 
Conductivity  was  probably  depressed  in  this  case,  though 
in  the  absence  of  a  venous  pulse  positive  demonstration  is 
VOL.  XL.  15 
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lacking.  In  the  tracing  the  radial  pulse  and  a  cardiogram 
were  taken  at  the  same  time,  but  the  receiver  was  not  placed 
over  the  exact  apex  of  the  heart,  but  somewhat  more  inter- 
nally and  the  commencement  of  the  ventricular  systole  is 
marked  by  a  fall  instead  of  a  rise  and  with  a  strong  systole, 


Fig.  3. 


as  at  y,  the  fall  is  very  marked.  The  ventricular  systole  is 
preceded  in  the  cardiogram  by  a  wave  a,  which  is  probably 
due  to  the  auricular  systole,  though  it  is  much  more  marked 
than  the  auricular  wave  usualh'  is  in  a  cardiogram,  and  is 
much  more  marked  than  in  any  other  tracings  taken  from  the 
same  patient  (see  Fig.  4  where  the  cardiogram  was  taken  from 

Fig.  4. 
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the  apex  on  the  same  day  and  is  of  the  normal  type).  The 
heart  action  in  this  case  was  very  irregular  due  to  numerous 
extrasystoles.  At  M,  in  Fig.  3,  there  is  a  large  contraction 
after  a  compensatory  pause  following  three  extrasystoles  and 
this  contraction  is  succeeded  by  two  very  early  and  therefore 
small  extrasystoles,  x  and  x  in  radial  record  and  y'  and  x  in 
cardiogram.  In  the  cardiogram  the  second  of  these  is  followed 
by  a  small  wave,  similar  to  the  waves  a  described  above,  and 
then  there  is  a  pause  showing  the  absence  of  at  least  one 
ventricular  contraction. 
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Case  1. — L.  N.,  a  girl,  a)t.  16,  has  been  inider  my  care  for 
about  six  years  suffering  from  stenosis  and  incompetence  of 
the  mitral  valve  and  adherent  pericardium.  Her  heart  is 
much  dilated  and  hy])ertrophied ;  the  apex-beat,  heaving  and 
diffuse,  is  in  the  fifth  intercostal  space,  an  inch  and  a  half 
external  to  the  nipple,  Avhile  the  absolute  cardiac  dulness 
extends  to  the  upper  border  of  the  fourth  rib  and  to  an  inch 
and  a  half  to  the  right  of  the  right  sternal  border ;  there  is 
also  marked  precordial  projection.  Lately  the  area  of  cardiac 
response  has  become  more  limited  and  the  cardiac  rliythm 
has  become  very  irregular,  as  is  shown  in  Figs.  3  and  4,  but 
no  intermission  has  been  noticed  except  that  recorded  in 
Fig.  3. 

It  is  to  be  noted  that  all  cases  of  depressed  conductivity 
do  not  necessarily  exhibit  a  block  at  the  auriculo-ventricular 
junction,  this  only  occurring  in  the  more  severe  cases,  while 
the  Stokes- Adams  syndrome  only  occurs  in  the  more  severe 
cases  of  heart  block. 

In  Fig.  5  an  example  of  slight  depression  of  conductivity 
is  exhibited  in  whicli  the  Stokes-Adams  syndrome  was  absent. 
The  tracing  shows  after  every  second  normal  beat  an  apparent 
intermission,  which  may  be  either  due  to  a  very  early  extra- 
systole,  too  small  to  cause  a  wave  in  the  radial  pulse,  or  to 
the  dropping  of  a  ventricular  beat,  a  true  intermission.  In 
the  dying  hearts  of  frogs  Engelmann  (PJiuger's  Archiv,  Bd. 
52,  1894)  has  shown  that  conductivit}''  is  depressed  and  that 
occasionally  beats  of  the  ventricle  may  be  left  out :  in  these 
experiments  the  prolonged  interval  produced  by  ventricular 
intermission  was  always  less  than  double  of  the  normal  interval 
a.nd  the  prolonged  interval  was  followed  by  a  beat  which  was 
longer  in  duration  than  a  normal  beat,  while  the  interval  be- 
tween auricular  contraction  and  ventricular  gradually  in- 
creased with  successive  normal  beats.  Wenckebach  has  des- 
cribed intermissions  in  human  hearts  of  precisely  the  same 
character  {Die  Arhythmie,  p.  67)  and  has  attributed  them  to 
depression  of  the  property  of  conductivity.  In  cases  of  what 
used  to  be  called  intermittent  action  of  the  heart,  but  which 
are  really  due  to  early  extrasystoles,  the  radial  tracing  is  quite 
different  in  character.  This  is  well  shown  in  Fig.  6,  from  a 
patient,  aged  53,  with  arterio-sclerosis,  where  an  extrasystole 
occurs  after  every  second  normal  beat :  the  other  beats  here 
are  shown  by  the  time  marker  (which  here  and  in  the  other 
tracings  shows  intervals  of  one  fifth  of  a  second)  to  be  all  of 
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tliem  of  the  duration  of  7"5  tenths  of  a  second.  In  Fig.  5, 
however,  these  normal  beats  vary  in  length,  and  the  explana- 
tion of  this  is  given  in  the  diagram  below  the  tracing.     In 
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this  diagram  the  auricular  beats  are  represented  by  dotted 
lines  and  the  ventricular  beats  by  continuous  lines  between 
the  two  horizontals,  while  the  interval  between  the  auricular 


Fig.  G. 


beats  and  the  ventricular  beats  is  given  below  on  the  lower 
horizontal.  The  interval  between  two  successive  auricular 
beats  is  taken  as  7-5  tenths  of  a  second  and  the  ventricular 
intervals  are  shown  by  the  time  marker  to  be  in  tenths  of  a 
second,   14-5,   8,  7-6,   14-4,  8,   7*8.     Conductivity  being  de- 
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pressed,  the  auriculo- ventricular  interval  would  be  a  long  one, 
8'5  tenths,  and  following  this  the  second  ventricular  beat  is 
dropped  out ;  the  long  rest  afforded  the  conductivity  results 
in  its  recovery,  so  that  the  next  A. —  V.  interval  is  much 
shorter,  three  tenths;  the  third  contraction  results  in  a 
marked  depreciation  of  the  conductivity,  so  that  the  third 
A. —  V.  interval  rises  to  o*5  tenths  of  a  second;  the  effect  of 
the  fourth  contraction,  just  as  in  Engelmann's  experiments, 
is  not  so  marked,  the  A. —  V.  merely  rising  to  3"6  tenths;  this 
is  followed  by  another  ventricular  intermission,  and  conse- 
quent recovery  of  conductivity.  This  case,  therefore,  con- 
forms both  with  the  phenomena  found  with  depressed  con- 
ductivity in  experiments  and  with  Wenckebach's  clinical 
cases,  though  the  alterations  in  the  conductivity,  depressed 
on  the  one  hand  by  successive  contractions,  or  benefited  on 
the  other  by  prolonged  rests,  is  less  striking  than  in  his 
patients. 

Case  2. — E.  C,  set,  36,  charwoman,  came  to  the  hospital 
complaining  that  for  a  week  she  had  been  suffering  from 
shortness  of  breath,  inability  to  lie  down  in  bed  and  pain 
under  the  left  breast.  She  also  had  some  pain  in  the  left 
knee  and  her  feet  were  a  little  swollen.  Three  years  ago  she 
had  a  similar  attack,  from  which  she  had  rapidly  recovered, 
but  she  had  never  had  rheumatism  or  any  other  serious 
illness.  For  the  last  two  months  she  had  had  amenorrhoea ; 
she  had  never  been  pregnant. 

On  examination  she  was  a  well-nourished  woman,  with  a 
rather  flushed  face.  The  apex  of  the  heart  was  normal  in 
position  and  the  cardiac  dulness  was  normal.  The  heai't 
sounds  were  weak  and  at  the  bottom  of  the  sternum  there 
was  a  rough  scraping  noise  Avith  the  systole,  evidently  peri- 
cardial in  origin.  The  heart  intermitted  at  times,  no  inter- 
mediate small  sound  being  heard.  The  pulse  tension  seemed 
somewhat  raised.  The  urine  had  a  specific  gravity  of  1008, 
an  acid  reaction  and  contained  a  trace  of  albumen  (see 
Fig.  5). 

If  the  property  of  conductivity  be  still  further  depressed 
every  other  beat  of  the  ventricle  would  be  dropped  out  instead 
of  every  third  beat,  or  the  ventricle  might  only  respond  once 
to  three  auricular  beats.  With  complete  abolition  of  conduc- 
tivity in  the  A. —  V.  fibres,  auricles  and  ventricles  would  beat 
independently  of  one  another;  several  clinical  cases  of  this 
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kind  have  been  described.  In  Fig.  7  an  example  is  given  of 
a  case  in  which  every  other  ventticuhxr  beat  is  dropped. 
That  the  auricles  were,  in  this  patient,  beating  twice  as  fast 
as  the  ventricles  was  proved  in  several  ways.  When  the  case 
was  first  seen  the  rate  of  the  pulse  was  sometimes  6S  and  at 


Fig.  7. 


Fig.  8. 


Fig.  9. 


other  times  34  and  the  transition  from  one  rate  to  the  other 
took  place  quite  suddenly  (see  Figs.  8  and  9) .  In  Fig.  8, 
where  the  pulse-rate  was  68,  a  tracing  had  been  obtained 
from  the  jugular,  which  shows,  unfortunately  not  very  defi- 
nitely, an  auricular  wave  a  before  each  carotid  wave  c.  The 
exact  timing  of  these  waves  is  ascertained  from  the  radial 
pulse ;  the  sphygmic  period  E in  ihe  latter  corrtsponds  to  the 
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period  E  in  the  jugular  pulse  and.  at  the  commencement  of 
the  sphygmic  period  in  the  jugular  tracing  is  the  Avave  c  due 
to  the  carotid  and  preceding  the  sphygmic  period  is  the 
auricular  Avave  a.  The  interval  between  a  and  c  is  very  much 
longer  than  the  normal,  showing  a  grave  depression  of  con- 
ductivity. Fig.  7  also  shows  in  the  tracing  from  "the  neck  a 
wave  a  before  the  carotid  Avave  c  and  this  is  probably  due  to 
the  auricle.  The  a — c  interA^al  here  is  normal  in  length,  as 
the  infrequent  rate  alloAvs  ample  time  for  the  conductiAnty  to 
recoA'er  after  each  contraction.  There  is  another  wave  a 
betAveen  the  adjoining  carotid  Avaves  and  this  corresponds  to 
the  position  that  the  auricular  Avave  Avould  be  expected  to 
occupy  if  the  auricles  Avere  beating  regularly  at  tAvice  the 
rate  of  the  ventricles.  These  auricular  AvaA'es  are,  however, 
very  indefinite,  and  much  stress  cannot  be  laid  on  them.  In 
the  radial  ti*acing  a  depression  x  is  to  be  noticed  sometimes  : 
Mackenzie  has  demonstrated  that  a  depression  of  this  kind 
is  connected  Avith  the  beat  of  the  auricles;  probably  the 
auricular  beat  sends  a  Avave  through  the  quiescent  ventricle 
to  the  aortic  A^ah'es  and  to  the  blood  in  the  aorta,  which  is 
folloAved  by  a  rebound  giving  rise  to  the  depression.  In  the 
present  case  the  most  striking  proof,  hoAvever,  Avas  afforded 
by  seeing  the  auricles,  by  means  of  the  X-rays,  beating  at 
double  the  rate  of  the  pulse. 

Case  3. — J.  B.,  a  clerk,  a3t.  58,  Avas  shoAvn  to  the  Clinical 
Society  on  October  26tli  1906  in  conjunction  Avith  Dr.  Percy 
Northcote.  He  Avas  first  seen  in  January  1906  and  has  been 
examined  frequently  since  ;  he  has  also  been  under  continuous 
observation  as  a  patient  in  the  hospital  on  two  or  three  occa- 
sions. At  the  age  of  tAventy-one  he  had  had  syphilis,  but  had 
otherAvise  been  healthy  until  1902  Avhen  he  had  a  sudden 
attack  of  unconsciousness,  falling  and  injuring  his  head. 
Since  then  he  has  had  numerous  similar  attacks,  more  frequent 
at  times  Avhen  he  is  overAvorked  or  Avorried.  The  attacks  are 
either  a  momentary  giddiness,  Avith  or  Avithout  falling,  or 
complete  unconsciousness  for  several  seconds,  during  which 
time  his  head  is  said  to  roll  and  his  limbs  to  tAvitch.  He  had 
been  aAvare  for  about  four  months  before  he  came  under 
obserA^ation  that  his  pulse  Avas  beating  at  the  rate  of  about 
30  per  minute.  Throughout  his  illness  he  has  felt  the  cold 
very  severely. 

On  examination  the  arteries  were  found  to  be  much 
thickened  and  the  tension  decidedly  increased,  the  sphygmo- 
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manometer  showing  that  the  systolic  blood-pressure  was 
equivalent  to  178  mm.  of  mercury.  The  urine  generally  con- 
tained a  small  quantity  of  albumen.  Nothing  abnormal  was 
found  in  the  heart  except  the  rhythm.  When  first  seen  the 
ventricles  were  beating  at  68  per  minute,  but  the  patient 
suddenly  felt  giddy  and  the  rate  dropped  to  32 — i.  e.  to  about 
half  the  former  rate.  This  sudden  halving  of  the  pulse-rate 
was  repeated  on  several  occasions  while  he  was  under 
examination,  the  change  being  generally,  but  not  invariably, 
associated  with  giddmess.  As  a  rule  the  pulse-rate  was 
between  26  and  36,  although  it  occasionally  rose  to  over  60, 
but  for  twelve  months  now  it  has  never  been  found  to  exceed 
36.  On  several  occasions  the  patient  was  kept  for  some  days 
in  bed  under  observation  and  on  every  occasion  he  was  bene- 
fited by  the  rest.  No  severe  attacks  took  place  while  he  was 
under  observation,  but  there  were  numerous  slighter  ones, 
from  momentary  giddiness  to  attacks  in  which  he  would  have 
fallen  if  not  supported,  and  it  was  noticed  that  these  latter 
seizures  were  associated  with  a  cessation  of  the  ventricular 
beat  for  at  least  five  seconds  (see  Fig.  9).  On  no  occasion 
were  any  intermediate  sounds  heard  between  the  larger 
ventricular  beats. 

An  example  of  a  condition  where  the  conductivity  is  still 
further  depressed  is  afiorded  by  the  patient  from  whom  Fig. 
10  was  taken.  In  this  tracing  the  pulse  is  as  infrequent  as 
in  Fig.  7,  but  it  diifers  from  the  latter  in  being  very  irregular. 
Unfortunately  we  were  not  able  to  obtain  a  tracing  with  the 
time  mai'ker,  so  that  the  conclusions  as  to  the  length  of  the 
individual  intervals  is  rather  hypothetical,  but  the  movement 
of  the  paper  in  the  sphygmograph  was  probably  not  so  irre- 
gular as  to  impair  their  general  correctness,  it  is  assumed 
that  the  auricles  are  beating  at  the  rate  of  75  per  minute 
and  that,  therefore,  the  duration  of  an  individual  auricular 
beat  is  eight  tenths  of  a  second  and  a  diagram  of  the  tracing 
similar  to  that  in  Fig.  5  has  been  constructed  on  this  supposi- 
tion. The  dotted  lines  represent  auricular  beats  and  the 
continuous  lines  beats  of  the  ventricles  and  the  intervals 
between  auricles  and  ventricles  are  given  on  the  lower 
horizontal.  The  first  interval  between  two  successive  beats 
of  the  ventricles  is  a  long  one,  twenty-four  tenths  :  pro- 
bably two  ventricular  beats  are  here  missing  and  ample 
opportunity  would  be  afforded  for  the  conductivity  to  recover, 
so  that  the  A. —  V,  interval  would  be  short,  two  tenths  :  this 
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also  applies  to  the  second  interventricular  interval;  the  third 
interval  also  shows  the  dropping  of  two  beats  of  the  ventricles, 
but  is  shorter  than  the  previous  ones,  because  the  conduc- 
tivity, after  so  many  long  intervals,  has  so  far  recovered  that 
the  A. —  V.  interval  is  only  1'5  tenths  (compare  Engelmann^s 
experiments  on  the  dying  heart  of  the  frog).  The  conduc- 
tivity having  so  far  recovered,  on  the  next  occasion  only  oue 
ventricular  beat  is  dropped  out  and,  in  consequence  of  the 
shortened  interval,  there  is  a  marked  increase  in  the  A. —  V. 
interval,  which  rises  to  3*5;  another  interval,  with  the  one 
beat  of  the  ventricles  dropped,  ensues  and,  as  in  Engelmann's 
experiments,  is  associated  with  a  further  depression  of  con- 
ductivity, though  only  a  slight  addition  to  the  A. —  F.  interval 
occurs.  Again  one  ventricular  beat  is  dropped  out  and  the 
A. —  F.  interval  rises  to  live  tenths  and  after  this  grave 
depression  of  conductivity  on  the  next  occasion  two  ven- 
tricular beats  are  dropped,  with  a  consequent  recovery  of 
conductivity  and  a  lessening  of  the  A. —  V.  interval  to  two 
tenths  again.  The  auricles  beating  regularly  at  intervals  of 
eight  tenths  the  inter-ventricular  intervals  should  be  suc- 
cessively 24,  24,  23-5,  18,  16-5,  17-5,  21,  and  24.  The  actual 
intervals  marked  on  the  tracing  are  23*5,  24,  23'5,  18,  16*5, 
18,  21,  and  22,  and  the  slight  differences  between  the  actual 
and  expected  are  probably  due  to  instrumental  errors. 

"  Case  4. — Mr.  K.,  get.  47,  was  kindly  shown  to  me  by  Dr. 
Archibald  Garrod,  who  adds  to  his  kindness  by  giving*  me 
permission  to  record  the  case.  In  1896  the  patient  had  an 
attack  of  syphilis,  but  otherwise  had  enjoyed  good  health  up 
to  three  years  ago,  when  he  was  suddenly  attacked  Avith 
faintness  while  riding  and  this  attack  was  followed  by  a 
succession  of  others  so  that  it  was  with  great  difficulty  that 
he  reached  home.  He  put  himself  under  the  care  of  a  doctor 
who  shortly  afterwards  told  him  tliat  his  pulse  was  very 
infrequent.  Since  this  sudden  onset  he  has  been  liable  to 
similar  attacks  and  at  times  these  have  been  very  frequent. 
He  has,  however,  after  having  been  treated  with  large  doses 
of  iodide  of  potassium  and  in  the  enjoyment  of  a  holiday,  had 
no  attacks  for  the  last  two  months,  but  his  pulse,  as  always, 
has  remained  very  infrequent.  The  seizures  come  on  suddenly 
and  the  patient  falls,  loses  consciousness  momentarily,  but,  so 
far  as  he  knows,  does  not  struggle  or  tAvitch.  AVhen  iirst 
seen  by  Dr.  Garrod  his  pulse-rate  was  27  and  the  systolic 
blood-pressure  was  equivalent  to  130  mm,  of  mercury  and 
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there  was  a  trace  of  albumen  in  tlie  urine.  The  apex-beat  of 
the  heart  was  internal  to  the  nipple  and  not  particularly 
forcible ;  a  soft  systolic  murmur  was  heard  all  over  the  heart, 
loudest  at  the  base  and  conducted  into  the  great  vessels  of 
the  neck.  No  intermediate  sounds  between  the  obvious 
forcible  beats  were  heard  and  there  was  no  visible  pulsation 
of  the  veins  of  the  neck.  At  the  time  the  tracing  (Fig.  10) 
was  taken  the  pulse  was  30  and  no  tracing  was  obtainable 
from  the  veins  of  the  neck. 

The  nervous  attacks  of  the  Stokes- A  dams  syndrome  are 
associated  with  a  further  depression  of  conductivity,  so  that 
a  succession  of  auricular  beats  do  not  pass  onto  the  ventricles. 
This  further  depression  of  conductivity  is  possibly  due  to  the 
influence  of  the  vagus,  the  vagus  being  excited  by  reflex 
irritation,  emotion,  etc.  In  some  cases  many  seconds  pass 
(up  to  40)  without  a  ventricular  beat  and  death  occcurs  not 
infrequently  in  these  attacks  (one  of  my  patients  died  in  an 
attack).  An  example  of  a  mild  attack  is  shown  in  Figs.  8 
and  9,  which  were  taken  from  the  same  patient  as  Fig.  7.  In 
Fig.  8  the  heart  is  beating  quite  regularly  at  68 ;  while  Fig.  9 
was  beiug  recorded,  immediately  after  the  taking  of  Fig.  8, 
the  patient  suddenly  felt  faint  and  had  to  be  supported  and 
it  is  seen  that  no  ventricular  beat  occurred  for  five  seconds  ; 
after  the  attack  the  ventricles  are  shown  to  be  beating  at 
half  their  former  rate.  Tracings  during  much  more  severe 
attacks  were  taken  by  Dr.  Hay  from  a  patient  under  the  care 
of  Sir  James  Barr  {Brit.  Med.  Journ.,  1906,  ii,  1122). 

In  some  cases  feeble  sounds  have  been  heard  between  the 
obvious  ventricular  beats,  but  this  has  not  been  the  case  in 
any  of  the  six  patients  I  have  seen  personally.  These  sounds 
have  been  attributed  to  the  contractions  of  the  auricles. 
About  eighteen  months  ago  I  brought  forward  arguments 
against  the  view  that  these  sounds  are  auricular  in  origin  and 
I  still  think  that  there  are  many  difficulties  in  the  way  of 
accepting  it.  A  more  extended  study  of  cardiac  phenomena 
in  the  light  of  the  myogenic  theory  has,  however,  convinced 
me  that  the  alternative  explanation  that  they  are  due  to 
ventricular  extrasystoles  has  still  greater  difficulties  in  its 
way. 

Bradycardia  is  not  invariably  caused  by  want  of  conduction 
of  the  stimulus  from  auricle  to  ventricle.  The  cardiac  rhythm 
may  be  infrequent  from  a  slow  building  up  of  the  stimulus  as 
is  not  uncommon  after  acute  febi'ile  disorders.     Quite  healthy 
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people  may  normally  exhibit  a  very  infrequent  pulse  which 
can  be  recognised  as  due  to  this  cause  if  a  venous  pulse 
be  obtained.     Fig.  11  is  a  tracing  from  a  healthy  man  whose 
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pulse  was  usually  40  to  the  minute  and  in  the  jugular  part 
of  the  tracing  it  is  evident  that  the  auricles  are  beating  just 
as  infrequently  as  the  ventricles.  In  such  cases  the  pheno- 
mena of  the  Stokes- Adams  syndrome  are  not  present.  The 
regular  occurrence  of  an  early  extrasystole  after  each  normal 
beat  may  also  simulate  a  bradycardia.  On  listening  to  the 
heart  the  extrasystole  can  often  be  heard  even  if  no  wave  be 
shown  in  the  radial  and  frequent  examinations  of  the  heart 
will  generally  show  that  it  is  over-excitable.  Thus,  in  Fig.  12, 
an  early  extrasystole  occurs  after  each  normal  beat  and  is  so 
small  that  no  wave  is  shown  in  the  radial  pulse  giving  the 
appearance  of  a  bradj^cardia,  while  the  venous  pulse  above 
sliOAvs  that  the  auricles  are  beating  at  an  ordinary  rate  ;  a 
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later  tracing  (Fig.  13)  shows  numerous  extrasystoles  and  gives 
the  clue  fur  the  explanation  of  Fig.  12. 

Depression  of  the  excitability  of  the  ventricles  may  also 
lead  to  their  only  responding  to  every  other  auricular  beat,  as 
in  the  case  reported  by  Hay  {Lancet,  1906,  i,  139).  In 
experiments  with  frogs  it  has  been  found  that  depression  of 
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contractility  leads  first  to  an  alternating  action  of  the  heart 
and  that  later  the  smaller  beats  may  disappear  from  the 
ventricles,  so  that  they  only  beat  at  half  the  rate  of  the 
auricles  (Straub,  "  On  Antiarin/'  Archiv  fur  experiment. 
Path,  unci  PharmokoL,  1901,  xlv,  p.  347).  The  digitalis 
group  of  drugs  also  depress  contractility  in  the  human  heart 
and  may  induce  an  alternating  action,  but  so  far  the  further 
condition  of  every  other  ventricular  beat  being  abolished  has 
not  been  observed  (cf.  Hay,  howevei',  Liverpool  Medico- 
Chirurgical  Journal,  1906,  p.  49). 

The  usual  place  for  a  block  of  the  stimulus  to  occur  from 
depi'ession  of  conductivity  is  in  the  fibres  connecting  auricles 
and  ventricles  and  definite    disease   has  been    described    in 
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this  situation  in  several  cases.  Recently,  however,  Wencke- 
bach has  given  reasons  for  thinking  that  there  may  be  depres- 
sion of  conductivity  between  the  veins  and  the  auricles. 
Professor  Wenckebach  has  kindly  allowed  me  to  make  use  of 
the  diagram  shown  in  Fig.  14,  which  explains  how  this 
conclusion  has  been  arrived  at.  The  diagram  shows  at  the  top 
a  tracing  from  the  pulse  and  below  this  one  from  the  jugular 
vein  and  a  time  mai-ker  in  fifths  of  a  second.  In  the 
jugular  record  a  is  the  wave  due  to  the  systole  of  the  right 
auricle  and  c  the  wave  due  to  the  carotid  pulse.  The  tracing- 
shows  a  gradual  lengthening  of  the  a — c  interval  due  to  de- 
pressed conductivity  and  then  a  pause  of  such  length  that  two 
beats  of  the  ventricles  must  be  missing ;  after  this  interval  the 
conductivity  is  restored  and  the  a — c  interval  is  short,  but 
then  gradually  increases  again.  After  the  fifth  systole  the 
next  auricular  beat  appears  in  its  proper  position,  the  auricles 
beating  regularly,  but  there  is  no  corresponding  ventricular 
beat,  i.  e.  there  is  a  block  at  A. —  V.  junction  just  as  in  Fig.  5. 
This  sixth  auricular  systole  is  followed  by  a  prolonged  auri- 
cular interval  in  which  an  auricular  systole  is  missing,  but 
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where  the  normal  stimulus  has  probably  started  from  the 
veins  and  been  blocked  at  the  junction  between  veins  and 
auricles.  It  is  difficult  to  explain  the  successive  dropping 
out  of  two  beats  by  a  block  at  the  A. —  F.  fibres,  since,  in  a 
case  where  the  conductivity  is  so  slightly  affected  that  most 
of  the  beats  get  through  to  the  ventricles,  the  conductivity 
ought  to  have  sufficiently  recovered  after  the  first  intermission 
to  have  let  the  next  stimuhis  through,  whilst  a  block  between 
vein  and  auricle  gives  a  sufficient  explanation  of  the  second 
intermission.  Below  a  diagrammatic  representation  of  the 
explanation  is  given  Avhere  Ve.  represents  the  venous  con- 
traction, A.  the  auricular,  and  V.  the  ventricular.  It  is 
possible  that  a  block  at  junction  of  veins  and  auricles  is  the 
explanation  of  the  intermission  in  Fig.  3.  A  description  of 
this  tracing  has  already  been  given,  and  the  difficulties  of 
arriving  at  any  certain  conclusions  about  it  emphasised.  The 
interval,  following  the  two  extrasystoles  x  and  x  after  the 
beat  M,  is  longer  than  would  be  expected  if  only  one  ventri- 
cular beat  be  missing,  whereas  it  exactly  corresponds  to  what 
would  be  expected  if  there  were  four  extrasystoles,  arising-  at 
the  veins,  following  31,  of  which  the  first  two  are  x  and  x  in 
the  radial  record,  while  the  third  is  blocked  at  the  auric ulo- 
ventricular  junction,  its  auricular  beat  being  possibly  shown 
in  the  apex  tracing  at  a',  and  the  fourth  blocked  at  junction 
of  veins  and  auricles.  This  explanation  is,  of  course,  very 
hypothetical  and  is  only  suggested  as  being  a  possible  one. 
It  is  of  no  assistance  in  settling  the  question  as  to  whether  a 
block  can  take  place  at  the  junction  of  the  vein  and  auricle. 
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XXXIV. — Foreign  Bodies  in  the  Bronchi.     By  F.  W. 
Price,'  M.B.     Bead  May  24,  1907. 

AT  the  annual  meeting  of  the  British  Dental  Association  at 
Edinburgh,  August,  1895,  Dr.  F.  W.  Hewitt  read  an 
important  paper,  entitled  "  An  Inquiry  concerning  the  Safety 
and  Sphere  of  Applicability  of  Chloroform  in  Dental  Sur- 
gery." The  writer  had  collected  the  records  of  all  the 
deaths  which  had  occurred  during  fifteen  j^ears  in  Great 
Britain  in  connection  with  the  use  of  anassthetics  for  teeth 
extraction.  Some  valuable  and  indisputable  facts  were 
elicited  by  the  inquiry.  Thus,  of  the  thirty-seven  fatalities 
thirty-one  were  caused  by  the  administration  either  of  chloro- 
form or  of  some  combination  containing  chloroform  ;  whereas 
only  one  Avas  in  association  with  ether,  and  this  could  be 
excluded  on  the  ground  that  death  was  undoubtedly  the 
result  of  mechanical  asphyxia  chiefly  due  to  malignant  dis- 
ease of  the  mouth ;  and  only  five  were  in  connection  with 
nitrous  oxide,  and  one  of  these  arose  from  the  aspiration  of  a 
tooth  into  the  larynx. 

In  twelve  of  these  nineteen  cases  some  details  of  the 
posture  of  the  patient  during  the  administration  of  chloro- 
form were  recorded,  and  from  these  it  appeared  that  the 
patient  was  either  sitting  or  semi-recumbent  in  seven  of  the 
twelve.  From  these  and  other  facts  Dr.  Hewitt  draws  the 
conclusion  that  in  respect  to  risk  to  life  chloroform  cannot  be 
regarded  as  a  safe  ana?sthetic  in  dental  surgery ;  and  that 
this  danger  is  in  large  measure  due  to  the  fact  that  the  most 
convenient  postures  for  the  extraction  of  either  upper  or 
lower  teeth  are  the  most  dangerous  as  far  as  the  administra- 
tion of  the  anaesthetic  is  concerned.  But  besides  this  risk  to 
life,  it  is  unfortunately  true  that  the  semi-recumbent  posture 
predisposes  to  the  gravitation  of  teeth  towards  the  back  of 
the  throat;  while  extension  of  the  head  upon  the  trunk, 
which  is  such  a  convenient  position  for  removing  teeth  from 
the  lower  jaw,  has  the  effect  of  drawing  the  base  of  the 
tongue  and  epiglottis  away  from  the  pharynx  and  larynx 
respectively,  and  consequently  of  impeding  the  act  of  swallow- 
ing and  rendering  the  laryngeal  aperture  more  exposed  to  the 
entrance  of  foreign  bodies.  These  dangers  are  much  greater 
with  chloroform  than  with  ether  or  nitrous  oxide.     For  these 
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reasons  Dr.  Hewitt  strongly  condemned  the  use  of  chloro- 
form as  an  amesthetic  in  the  vast  majority  of  cases  of  teeth 
extraction,  and  laid  down  certain  specific  injunctions  which 
should  be  adhered  to  if  its  administration  should  on  rare 
occasions  be  considered  absolutely  necessary  by  some  ope- 
rators. Notwithstanding  this  note  of  warning,  there  is 
reason  to  believe  that  the  seriousness  of  the  subject  is  not 
fully  realised,  and  that  chloroform  is  still  much  too  largely 
and  without  proper  precautions  employed  in  dental  surgery. 
The  case  I  am  about  to  relate  is  a  sad  example  of  one  of  the 
grave  results  which  may  follow  such  a  method  of  procedure. 
It  is  that  of  a  young  woman  to  whom  chloroform  was  adminis- 
tered for  the  purpose  of  teeth  extraction  by  a  medical  prac- 
titioner in  the  country.  A  root  of  a  tooth  entered  and 
became  impacted  in  a  bronchial  tube,  and  its  presence  there 
ultimately  caused  bronchiectasis.  The  patient  was  under 
hospital  treatment  for  seven  months,  during  Avhich  time 
practically  all  the  known  methods  of  treatment  short  of 
operative  interference  were  tried,  and  yet  the  course  of  the 
disease  was  a  slowly  progressive  one  in  a  downward  direc- 
tion. There  can  be  no  doubt  that  a  fatal  termination  will  be 
reached  within  a  comparatively  few  years.  Such  a  case 
should  cause  the  most  careless  to  consider  well  the  risks  of 
chloroform  as  an  anaesthetic  in  dental  surgery  when  adequate 
precautions  are  not  taken. 

A  woman,  get.  22,  was  admitted  to  AVestminster  Hospital 
under  the  care  of  Dr.  Murrell,  to  whom  I  am  much  indebted 
for  permission  to  record  this  case,  on  November  21,  1905. 
She  complained  of  cough  and  pain  in  the  chest.  There  was 
nothing  of  note  in  the  famil}"  history.  The  following  personal 
history  was  obtained : 

Patient  has  always  had  a  poor  appetite,  but  the  only 
other  illnesses  besides  the  present  are  measles  during  child- 
hood and  influenza  early  in  the  winter  of  1904.  She  suffered 
from  caries  of  the  teeth,  and  in  September,  1903,  chloroform 
was  administered,  and  twenty-three  teeth  or  stumps  of  teeth 
were  removed.  After  the  operation  patient  stayed  in  bed 
for  a  week  on  account  of  headache,  nausea,  and  a  swollen 
face.  There  was  no  cough  at  this  time.  On  getting  up  at 
the  end  of  a  week  a  hard,  dr}^,  and  painless  cough  developed, 
which  gradually  became  worse,  and  in  November  was  noticed 
to  be  of  a  paroxysmal  character.  In  February  of  1904 
patient  began  to  have  a  sharp  pain  in  the  left  axillary  region 
and  over  the  left  base,  sometimes  radiating  over  practically 
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the  whole  chest,  worse  on  coughing,  on  deep  breathing,  and 
on  lying  on  the  right  side.  It  became  so  severe  that  she 
was  obliged  to  go  to  bed,  the  least  movement  causing  pain, 
and  this  lasted  for  about  two  months.  During  this  time 
there  was  pyrexia,  the  temperature  for  a  few  days  being  about 
105°;  the  cough  changed  its  character,  becoming  loose  and 
accompanied  by  frothy,  yellowish  expectoration,  and  each 
day  a  small  quantity  of  blood  was  mixed  with  the  sputa.  A 
herpetic  eruption  also  appeared  on  the  left  side  of  the  chest. 
A  few  weeks  later  it  was  first  noticed  that  the  expectoration 
was  offensive.  On  one  evening  patient  had  a  very  severe 
pain  in  the  chest,  and  the  following  morning,  about  an  hour 
after  waking,  she  was  seized  with  an  intense  paroxysm  of 
coughing  accompanied  by  a  sensation  of  choking,  which  per- 
sisted for  about  half  an  hour,  when  with  a  violent  effort  a 
piece  of  a  tooth  was  brought  up,  after  which  patient  was 
relieved.  This  fragment  of  tooth  was  later  identified  by  Mr. 
Glassington  as  the  palatine  root  of  the  first  upper  molar. 
A  feeling  of  "  soreness "  in  the  left  side  was  felt  for  some 
time,  the  cough  in  general  remained  the  same,  and  it  was 
noticed  to  be  worse  on  turning  over  from  the  left  to  the  right 
side.  It  continued  till  admission,  as  also  did  the  pain  in  the 
chest. 

On  admission  the  patient  presented  the  following  condi- 
tion : — She  complains  of  a  pain  in  the  left  side  of  the  chest, 
chiefly  in  the  left  axillary  region,  not  constant,  being  some- 
times absent  for  days  at  a  time,  of  a  sharp  character,  and 
said  to  be  worse  on  coughing  and  deep  breathing.  She  has 
a  moderately  severe  cough,  which  is  considerably  more  fre- 
quent when  lying  on  the  right  side.  Sometimes  there  is  an 
absence  of  cough  for  several  hours,  and  then  a  considerable 
quantity  of  sputum  is  brought  up  with  ease,  the  expectora- 
tion is  muco-purulent,  distinctly  offensive,  and  after  standing 
for  twenty-four  hours  shows  an  upper  frothy,  a  middle 
watery,  and  a  bottom  opaque  layer,  the  amount  collected 
during  twenty-four  hours  being  4|  oz.  Microscopic  exami- 
nation fails  to  reveal  the  presence  of  tubercle  bacilli,  elastic 
fibres,  or  Charcot-Ley  den's  crystals.  The  odour  of  the  breath 
is  slightly  offensive,  and  there  is  distinct  clubbing  of  the 
fingers. 

The  appetite  is  poor,  the  tongue  is  clean,  the  molars  of  the 
right  lower  jaw  are  decayed,  the  other  teeth  being  artificial, 
and  the  bowels  are  constipated.  There  is  an  absence  of 
night  sweating.     The  heart  is  evidently  displaced  somewhat 
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to  the  left,  as  evidenced  by  the  position  of  the  right  border 
on  percussion  and  of  the  apex-beat,  which  is  normal  in  force, 
and  in  the  fifth  interspace  a  quarter  of  an  inch  external  to 
the  mid-clavicular  plane.  A  systolic  (hasmic)  bruit  is  audible 
in  the  pulmonary  area.  The  general  form  of  the  chest  is 
good.  On  examination  anteriorly  there  is  diminution  of 
expansion  on  the  left  side,  and  at  the  apex  the  inspiratory 
murmur  is  harsh,  but  the  expiratory  part  is  not  prolonged. 
The  vocal  fremitus  is  slightly  increased  in  the  left  axilla. 
There  is  diminution  of  expansion  of  the  left  base,  and  the 
vocal  fremitus  is  more  distinct.  Below  the  angle  of  the 
scapula  the  note  becomes  impaired,  and  at  the  extreme  base 
there  is  mai'ked  dulness.  In  the  eighth  space  the  inspiratory 
murmur  is  diminished,  in  the  ninth  the  expiration  is  rather 
feeble  and  prolonged,  and  in  the  ninth  and  tenth  the  vocal 
resonance  is  considerably  increased.  Exploratory  puncture 
of  the  pleural  sac  fails  to  draw  off  any  fluid.  The  physical 
signs  on  the  right  side  are  practically  normal.  Radiographic 
examination  of  the  chest  reveals  nothing.  The  temperature 
occasionally  rises  in  the  evening  to  99°.  The  urine  is 
normal. 

A  diagnosis  of  bronchiectasis  was  made.  The  patient 
stayed  in  hospital  for  about  seven  months,  during  which 
time,  besides  other  forms  of  treatment,  the  following  were 
given  a  good  trial — intra-tracheal  injections  of  guaiacol, 
menthol,  and  olive  oil ;  intra-tracheal  injections  of  izal  and 
glycerine ;  a  thorough  course  of  creasote,  and  later  of  formic 
aldehyde  vapour  baths  ;  inhalations  of  creasote  and  of  carbolic 
acid  by  the  ordinary  method ;  formic  aldehyde  in  the  form  of 
a  mixture ;  and  creasote,  picis  liquida,  and  sulphate  of  atro- 
pine, each  in  the  form  of  a  pill,  the  last  named  being  given 
with  the  object  of  diminishing  the  amount  of  bronchial  secre- 
tion. Nothwithstanding  the  variety  of  treatment  employed, 
the  general  course  of  the  disease  was  a  slowly  progressive 
one  in  a  downward  direction.  There  were  attacks  of  pyrexia; 
the  clubbing  of  the  fingers  and  the  foetor  of  the  breath 
increased;  the  expectoration  became  more  purulent  and  larger 
in  amount ;  the  apex-beat  of  the  heai-t  was  drawn  half  an  inch 
further  to  the  left ;  there  was  a  distinct  advance  in  the  area 
of  abnormal  physical  signs  on  the  left  side,  rales  were  gener- 
ally audible  at  the  base,  and  the  percussion  note  of  the  right 
side  became  higher  in  pitch.  The  expectoration  was  examined 
for  tubercle  bacilli  on  many  occasions,  and  the  left  pleural  sac 
Avas  several  times  explored,  always  with  a  negative  result.    It 
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was  not  thought  advisable  to  proceed  to  operative  measures. 
Mr.  Rickman  Godlee,  in  a  lecture  based  upon  his  unique 
experience  in  this  respect  at  the  Brompton  Hospital,  stated 
that  multiple  bronchiectatic  cavities  are  not  good  cases  for 
present  surgical  methods,  and  this  case,  judged  by  the  extent 
of  the  physical  signs,  clearly  came  under  that  category. 

There  could  be  no  doubt  in  regard  to  diagnosis.  The 
history  and  whole,  clinical  picture  clearly  pointed  to  bronchi- 
ectasis, mainly  of  the  left  lower  lobe,  the  result  of  the  impac- 
tion and  retention  of  a  root  of  a  tooth  in  one  of  the  main 
branches  of  the  left  bronchus.  Kingston  Fowler  has  rendered 
great  service  in  regard  to  the  differential  diagnosis  of  morbid 
conditions  of  the  lungs  and  pleurae  by  insisting  on  the  supreme 
importance  of  the  position  of  the  apex-beat  of  the  heart.  In 
this  case  its  displacement  to  the  left,  in  the  absence  of  air  and 
fluid  in  the  right  pleural  sac  and  of  any  cardiac  affection,  was 
manifestly  indicative  of  fibrosis  of  the  left  lung  or  pleural 
adhesions,  both  of  which  conditions  are  so  frequeiitly  met 
with  in  connection  with  bronchiectasis. 

In  reading  through  the  records  of  a  large  number  of 
cases  of  foreign  bodies  in  the  bronchi,  certain  facts  become 
apparent. 

In  the  first  place,  while  it  is  undoubtedly  true  that  as  a 
rule  there  are  prominent  symptoms  immediately  after  the 
entrance  of  a  foreign  body  into  a  bronchial  tube,  the  most 
characteristic  of  which  are  severe  dyspnoea,  a  sensation  of 
suffocation,  violent  cough  and  cyanosis,  yet  in  by  no  means  a 
small  proportion  of  cases  there  is  a  complete  absence  of  such 
symptoms,  especially  if  the  foreign  body  be  small,  smooth, 
and  rounded.  For  this  reason,  when  a  case  of  unilateral 
bronchiectasis  presents  itself  in  which  other  well  known 
causes  can  be  excluded,  and  indeed  in  all  peculiar  respiratory 
disorders  in  which  the  cause  is  obscure,  our  suspicions  should 
always  be  aroused,  and  an  exhaustive  enquiiy  be  made 
regarding  the  history.  In  the  case  I  have  just  described, 
from  the  time  the  patient  came  out  of  the  anaesthetic  state  till 
she  got  out  of  bed  a  week  later,  there  were  no  respiratory 
symptoms  whatsoever.  It  is  probable  that  the  development 
of  a  cough  was  due  to  the  adoption  of  the  iipright  posture 
affecting  the  position  of  the  foreign  body.  Suspicion  should 
certainly  have  been  aroused  when  the  cough  became  parox- 
ysmal, and  the  patient  complained  of  a  severe  pain  in  the  left 
side,  which  was  worse  on  turning  on  to  the  right  side.  Had 
a  sufficiently  early  diagnosis  been  made,  there  is  at  least  a 
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strong  possibility  that  timely  operative  treatment  would  have 
been  successful. 

Secondly,  it  would  appear  that  the  nature  of  the  secondary 
results  of  the  impaction  of  a  foreign  body  in  a  bronchus  in 
considerable  measure  depends  on  the  character  of  the  foreign 
body.  If  it  be  hard,  smooth,  and  clean,  as,  for  example,  the 
peg  of  a  peg-top,  the  lesions  are  more  likely  to  be  of  a  chronic 
kind,  such  as  bronchiectasis  and  fibrosis  of  the  lung;  whereas 
if  the  foreign  body  have  the  opposite  character,  such  acute 
morbid  conditions  as  pneumonia,  abscess  and  gangrene  of 
the  lung  are  much  more  likely  to  result.  Indeed,  apart  from 
physical  asphyxia,  the  last  three  are  the  most  frequent  causes 
of  an  early  fatal  termination.  The  time  which  is  required  to 
elapse  before  the  bronchiectasis  declares  itself  varies  greatly 
— that  is,  from  a  few  weeks  to  several  years. 

Thirdly,  judging  from  the  text-books,  there  is  a  general 
impression  abroad  that  foreign  bodies  enter  the  right  bronchus 
very  much  more  frequently  than  the  left ;  and  several  expla- 
nations of  this  supposed  fact  have  been  oifered,  such  as  the 
position  of  the  inter-bronchial  septum,  the  greater  size  of  the 
right  bronchus,  and  the  fact  that  the  right  bronchus  more 
closely  follows  the  line  of  the  trachea  than  does  the  left.  If 
the  records  of  56  cases  which  I  have  collected  in  the  English 
journals  can  be  relied  upon,  and  are  of  sufficient  number  to 
be  of  value,  this  view  is  ill-founded ;  because  the  right  side 
was  affected  in  32  instances  and  the  left  in  24 — that  is  in  the 
proportion  of  4  to  3.  There  is  no  evidence  for  supposing  that 
the  size  of  the  foreign  body  has  any  influence  in  this  con- 
nection. An  interesting  feature  is  that  of  62  cases,  41  were 
males,  and  only  31  females. 

In  conclusion,  this  short  paper  will  have  achieved  its  main 
object  if  fresh  attention  is  drawn  to  the  danger  attending  the 
administration  of  chloroform  in  dental  surgery. 
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*^*  Published  in  accordance  with  the  regiUation  relating  to  the  exhibition 
of  patients  at  the  meetings  of  the  Society,  viz.  that  each  case  shall  be  accom- 
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I. — Traumatic  Geplialhydrocele  in  a  Bahij  set.  6  weeks 
treated  bi/  Operation.  By  Douglas  Drew,  B.S. 
Exhibited  October  26,  1906. 

THE  infant  was  admitted  to  the  hospital  within  a  few  hours 
of  the  accident  with  a  hirge  swelling  upon  the  right  side 
of  the  head. 

The  history  given  was  that  it  had  fallen  off  the  bed. 
There  was  no  loss  of  consciousness.  For  two  days  after 
admission  twitching  was  noticed  in  the  left  arm  and  leg,  and 
there  was  distinct  impulse  in  the  swelling  when  the  child 
cried.  The  tumour  gradually  increased  in  size,  and  the  gap 
in  the  bone,  which  could  be  felt  by  pressing  through  the 
swelling,  became  much  wider — i.  e.  about  half  an  inch. 

Owing  to  the  increasing  size  and  the  unfavourable  pro- 
gnosis in  such  cases,  operation  was  decided  on  and  performed 
on  the  sixteenth  day.  The  object  in  view  was  to  close  the 
rent  in  the  dura  and  draw  the  bones  together. 

At  the  operation  the  sac  containing  the  cerebro-spinal 
fluid  was  found  to  be  formed  of  the  separated  periosteum. 
On  allowing  the  fluid  to  escape  profound  shock  ensued. 

The  fracture  was  1^  in.  long,  situated  horizontally  in  the 
parietal,  and  measured  ^  in.  across,  and  through  the  centre 
of  the  opening  a  hernia  cerebri  protruded. 
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Owing  to  the  condition  of  the  child  no  attempt  was  made 
to  suture  the  dura;  both  the  bones  were  forcibly  drawn  to- 
gether with  silver  wire,  the  hernia  cerebri  cut  off,  and  the 
periosteum  replaced  and  scalp  wound  sutured. 

No  unfavourable  symptoms  followed  the  operation,  beyond 
slight  rigidity  in  the  left  arm,  nystagmus,  and  deviation  of 
the  eyes  to  the  right,  which  lasted  four  days. 


II, — A  Case  of  Traumatic  Separation  ?  of  the  Head  of 
the  Femur.  By  Chakters  J.  Symonds,  M.S.  Ex- 
hibited October  26,  1906.     With  Plate  XIV. 

GB.  was  first  admitted  into  Guy's  Hospital  on  October  1, 
•  1904,  under  me,  complaining  of  some  pain  about  the 
left  hip.  He  stated  that  in  the  spring  of  1904  he  fell  from  a 
tree  while  bird  nesting.  He  limped  home  with  difficulty,  and 
was  quiet  for  a  few  days.  He  resumed  his  work,  and  after 
about  three  months  he  began  to  have  rheumatic  pains  in  the 
hip.  He  was  obliged  to  give  up  his  work,  and  then  went  to 
the  London  Hospital,  where  he  attended  as  an  out-patient, 
and  wore  a  splint  for  six  months.  He  does  not  seem  to  have 
been  any  better,  and  then  entered  the  Hertford  Infirmary, 
where  he  remained  in  bed  three  weeks,  and  was  discharged 
wearing  another  splint.  He  came  in  under  me  again  on 
February  26,  1906.  At  that  time  the  condition  was  much  the 
same  as  exists  at  the  present.  On  looking  at  the  hip  the 
trochanter  is  seen  to  be  prominent,  and  to  be  raised  nearer 
the  iliac  crest.  Part  of  the  prominence  is  no  doubt  due  to  the 
wasting  of  the  muscles.  The  hip  can  be  flexed  to  45  degrees 
without  pain,  and  the  movements  are  smooth,  showing  the 
articulation  itself  to  be  healthy.  The  movement  of  abduction 
and  rotation  outwards  are  limited,  and  when  pressed  cause 
him  pain.  The  limb  lies  in  a  position  of  outward  rotation, 
and  there  is  no  lordosis.  The  shortening,  which  amounts  to 
Ig  in.  (the  respective  measurements  being  33|  and  34|  in.),  is 
accounted  for  entirely  by  a  change  in  the  neck  of  the  femur. 
In  February  I  took  the  view  that  it  was  a  case  of  tuberculous 
epiphysitis,  and  that  as  he  was  able  to  walk  with  very  little 
inconvenience  he  might  continue  to  do  so,  as  the  local  con- 
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dition  seemed  to  have  recovered.     He  came  back,  however, 
complaiaiiig  of  accession  of  pain  a  few  days  ago. 

The  skiagram  (PI.  XIV)  taken  within  the  last  few  days  is 
exactly  similar  to  the  one  taken  in  February.  It  shows  that 
the  head  of  the  bone  lies  in  the  acetabulum  ;  the  neck  appears 
to  be  thickened  and  somewhat  irregular,  and  the  appearance 
suggests  that  the  neck  has  slipped  up,  so  as  to  leave  the  lower 
margin  of  the  epipliysial  surface  of  the  head  exposed.  It  is 
this  appearance  that  has  suggested  a  separation  of  the  epi- 
physis. The  appearance  of  the  neck,  however,  suggests  that 
some  chronic  change  has  taken  place  more  of  the  nature  of  a 
chronic  ostitis,  due  to  tubercle,  than  what  would  result  from 
an  injury.  I  am,  therefore,  disposed  to  leave  the  diagnosis 
open  at  the  present  time  between  an  epiphysitis — the  result 
of  tubercle — and  traumatic  separation  of  the  neck  of  the 
femur.  Somewhat  in  favour  of  the  injury  of  the  traumatic 
view  is  the  outward  rotation  of  the  limb.  Comparing  the 
skiagram  with  those  of  undoubted  fractures  of  the  neck  of 
the  femur,  the  resemblance  is,  in  many  respects,  very 
striking.  Not  having  in  my  possession  a  radiograph  of  a 
recent  separation  of  the  epiphysis  I  am  unable  to  institute 
a  correct  comparison ;  but  by  placing  the  case  on  record,  I 
hope  it  will  enable  others  to  arrive  at  a  conclusion  as  to 
whether  this  is  a  traumatic  condition  or  not. 


III. — Maluiilted  Fracture  of  both  Bones  at  the  AnUe- 
joint.  By  W.  Watson  Cheyne,  F.R.S.  Exhibited 
October  26,  190G. 

p  B.,  fell  on  July  25,  1903,  and  twisted  his  left  leg  under 
vX«  him.  The  result  was  a  bad  fracture  through  base  of 
internal  malleolus  and  the  fibula  at  a  higher  level.  Treated 
at  an  infirmary  for  about  nine  weeks. 

January  5,  1904. — Admitted  to  King's  College  Hospital 
with  very  marked  angular  deformity,  the  leg  being  turned 
inwards  just  above  the  ankle,  forming  an  angle  of  150°  with 
the  leg  above  it.  The  foot  is  also  rotated  inwards,  and  the 
patient  walks  on  the  outer  border  of  the  foot.  Shortening  of 
left  leg  to  extent  of  1  in.  and  slight  wasting  of  calf  muscles. 


PLATE    XIV. 

Illustrating  Mr.  Charters  Symonds'  Case  of  Traumatic  Separation  of  the 
Head  of  the  Femur. 

Skiagrram  to  show  the  affected  neck  of  the  femur. 
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January  13,  1904. — Two  lateral  incisions  made,  5  in. 
in  length,  one  over  each  bone.  Muscles  and  periosteum 
stripped  off,  and  the  bones  which  were  fractured  obliquely 
divided  along  the  line  of  fracture  with  chisel  and  hammer. 
After  some  portions  of  new  bone  had  been  clipped  off  the 
position  was  corrected  and  the  fragments  of  the  tibia  were 
fixed  together  by  an  aluminium  plate  and  tacks.  The  sharp 
end  of  the  upper  fragment  of  the  fibula  Avas  inserted  into  the 
medullary  cavity  of  the  lower  fragment,  and  thus  the  bones 
were  kept  in  firm  apposition  without  any  wire,  etc.  Wound 
healed  Avell. 


IV. — Case  of  Deformity  of  tlie  Long  Bones.     By  T.  H. 
Kellook,  B.C.     Exhibited  October  26,  1906. 

rpHE  patient,  a  girl  now  tet.  8,  is  an  only  child  ;  the  parents 
JL  were  of  no  relation  before  marriage,  but  there  is  a  slight 
history  of  tuberculosis  on  both  sides;  none  of  any  other 
specific  disease.  There  was  a  miscarriage  soon  after  mar- 
I'iage,  and  this  child  was  born  subsequently  at  full  term. 
The  labour  was  difficult  on  account  of  the  large  size  of  the 
child,  and  forceps  were  used,  which  are  said  to  have  injured 
the  head  and  face  a  good  deal.  The  child  was  nursed  and 
given  Robb's  biscuits  occasionally  till  nine  months  of  age, 
after  which  she  seems  to  have  been  quite  properly  fed. 
When  two  years  old  she  had  an  abscess  in  connection 
with  the  lower  end  of  the  right  humerus  ;  this  was  opened 
and  scraped  but  no  bone  removed,  and  complete  recovery 
followed,  A  year  later  she  was  seen  on  account  of  slight 
genu  valgum,  and  a  few  mouths  after  that  for  greenstick 
fracture  of  the  bones  of  the  left  forearm.  About  eighteen 
months  ago  she  began  to  suffer  from  convulsive  fits,  which 
occurred  about  once  a  month  and  lasted  from  ten  to  fifteen 
minutes;  latterly  these  have  ceased.  From  about  the  time 
the  fits  commenced  the  deformity  of  the  legs  became  worse ; 
she  walked  but  very  badly,  and  had  a  habit  of  sitting  with 
the  feet  turned  up  under  the  thighs. 

About  a  year  ago  the  left  radius  and  ulna  were  again 
broken  as  the  result  of  a  fall  from  a  chair.  From  September, 
1904,  great  care  has  been  taken  in  the  matter  of  diet,  and 
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various  drugs,  including  thyroid  extract,  have  been  used 
without  obvious  benefit. 

The  deformity  of  the  bones  of  the  legs  is  now  very  great ; 
there  is  very  marked  genu  valgum,  and  the  feet  are  strongly 
inverted  as  the  result  of  curvature  outwards  at  the  lower 
ends  of  the  tibias  and  fibulte  ;  the  femora  are  a  good  deal 
curved  iu  a  forward  and  outward  direction. 

In  the  upper  limbs  there  is  bending  about  the  middle  of 
the  radius  and  ulna  on  both  sides,  although  there  is  no 
history  of  fracture  on  the  right  side.  At  the  upper  ends  of 
the  humeri  a  marked  thickening  and  anterior  curvature  is 
noticeable. 

The  general  health  is  good  and  the  mental  faculties 
normal. 

Skiagrams  of  the  bones  are  shown,  one  of  the  leg  taken 
a  year  ago,  and  others  of  the  knee,  ankle,  forearm,  and 
shoulder  taken  recently.  They  all  show  that  the  chief  part 
of  the  deformity  is  apparently  due  to  fractures  and  irregular 
ossification  occurring  at  short  distances  from  the  epiphysial 
lines. 


V. — Case  of  Symmetrical  Affection  of  the  Hip  Joints. 
By  T.  H.  Kellock,  B.C.  Exhibited  October  26, 
1906. 

M.,  boy,  aet.  8,  the  third  member  of  the  family.  The 
eldest  died  at  the  age  of  three  months  of  a  convulsive 
fit,  the  second  is  alive  and  well,  as  is  also  the  fourth,  a  girl 
now  six  years  of  age. 

There  is  a  history  of  tuberculosis  on  the  mother's  side ; 
the  father  is  a  healthy  man  forty-four  years  of  age. 

The  patient  was  born  at  full  term;  when  seven  weeks 
old  he  had  a  severe  illness  which  was  said  to  be  dysentery, 
after  which  the  right  knee  became  very  swollen  and  remained 
so  for  about  two  months,  when  it  got  quite  well.  He  did 
not  walk  until  eighteen  months  of  age,  and  was  very  late  in 
cutting  the  temporary  teeth. 

About  a  year  ago  it  was  first  noticed  that  his  gait  was 
peculiar,  but  he  has  never  complained  of  any  pain  in  the 
hips  and  has  not  been  laid  up. 
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He  has  several  times  suffered  from  "weak  eyes/'  but  has 
no  apparent  defect  of  vision. 

Now  he  has  a  peculiar  gait  rather  resembling  that  in 
congenital  dislocations  ;  the  trochanters,  especially  the  right, 
are  raised  and  appear  prominent  when  the  legs  are  adducted. 
There  is  no  pain  or  tenderness,  and  the  movements  of  the 
joints  are  free. 

A  skiagram  shows  considerable  destruction  of  the  head 
of  the  femur  and  an  outgrowth  of  bone  round  the  acetabulum 
on  both  sides. 


VI. — A  Case  of  Partial  Heart-hlock.  By  Percy  North- 
cote,  M.B.,  and  A.  M.  Gossage,  M.D.  Exliihited 
October  26,  1906. 

THE  patient,  a  clerk,  get.  58,  was  first  seen  in  January,  1906. 
He  had  had  syphilis  at  the  age  of  twenty-one,  but  had 
otherwise  been  healthy  until  four  years  before,  when  he  had 
a  sudden  attack  of  unconsciousness,  falling  and  injuring  his 
head.  Since  then  he  has  had  numerous  similar  attacks,  more 
frequent  lately.  The  attacks  are  either  a  momentary  giddi- 
ness, with  or  without  falling,  or  at  other  times  complete 
unconsciousness  for  several  seconds,  during  which  time  his 
head  is  said  to  roll  and  his  limbs  to  twitch.  He  had  been 
aware  for  about  four  months  before  he  came  under  observa- 
tion that  his  pulse  was  beating  at  the  rate  of  about  30  per 
minute.  During  his  illness  he  has  felt  the  cold  very  severel}'. 
On  examination  the  arteries  were  found  to  be  much  thick- 
ened and  the  tension  decidedly  increased,  the  sphygmomano- 
meter showing  that  the  systolic  blood-pressure  was  178  mm. 
of  mercury.  The  urine  generally  contained  a  small  quantity 
of  albumen.  Nothing  abnormal  was  found  in  the  heart 
except  the  rhythm.  When  first  seen  the  ventricles  were 
beating  at  68,  but  the  patient  suddenly  felt  slightly  giddy, 
and  the  rate  dropped  to  32 — i.  e.  to  about  the  half  of  the 
former  rate.  This  sudden  halving  of  the  pulse-rate  was 
repeated  on  several  occasions,  the  change  being  generally 
but  not  invariably  associated  with  a  feeling  of  giddiness.  As 
a  rule  the  pulse-rate  was  between  26  and  36,  although  occa- 
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sionally  it  rose  to  over  60.  On  several  occasions  the  patient 
was  kept  for  some  days  in  bed  under  observation,  and  on 
every  occasion  lie  was  benefited  by  the  rest.  Hard  work 
and  worry  always  caused  the  attacks  to  be  more  numerous. 
No  severe  attacks  took  place  while  he  was  under  observation, 
but  there  were  numerous  slighter  ones,  from  momentary 
giddiness  to  attacks  in  which  he  would  have  fallen  if  not 
supported.  A  large  number  of  tracings  were  taken  from  his 
pulse,  but  as  there  w^as  no  pulsation  of  the  veins  these  did 
not  give  much  information.  Observation  under  the  X  rays 
showed,  however,  that  the  auricles  were  beating  at  double 
the  rate  of  the  ventricles,  and  the  bradycardia  was  probably 
due  to  depression  of  conductivity  in  the  bundle  of  His 
between  the  auricles  and  ventricles.  The  more  severe  attacks 
were  associated  with  the  non-conduction  of  a  series  of  auri- 
cular beats  to  the  ventricle ;  for  instance,  in  one  attack  no 
sound  was  heard  over  the  heart  for  five  seconds.  In  the 
tracing  shown  the  interval  between  two  successive  ventricular 
beats  is  also  about  five  seconds.  In  the  still  more  severe 
attacks  there  was  probably  a  still  longer  interval  without 
a  ventricular  beat.  Ou  no  occasion  were  any  intermediate 
sounds  heard  between  the  larger  ventricular  beats. 


VII. — A  Case  of  (.^)  Suphilitic  Disease  in  the  Bones  of 
One  Llmh.  By  Edeed  M.  Coknek,  B.C.  Exhibited 
October  26,  1906. 

THE  case  was  that  of  a  little  girl  with  enlargements 
to  the  ends  of  the  long  bones  of  her  right  leg  and 
the  right  side  of  her  pelvis.  The  enlargements  were  thought 
to  be  syphilitic,  but  were  found  subsequently  to  be  cartila- 
ginous. As  the  case  was  such  a  remarkable  one,  its  des- 
cription is  deferred  to  a  future  date. 
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VIII. —  Three  Oases  of  Patent  Ductus  Arteriosus  with. 
Arterio-venoiis  Mnrimir.  By  H.  G,  Turney,  M.D. 
Exhihited  October  26,  1906. 

'P AT ENT  ductus  arteriosus,  continuous  murmur  at  left  base 
■*-  with  thrill. — E.  B,,  Eet.  20.  At  age  of  two  patient  is 
said  to  have  had  a  cough  and  to  have  spat  blood.  She  was 
taken  to  the  "Westminster  Hospital,  where  the  mother  was 
told  that  the  child  had  heart  disease.  From  that  time 
patient  has  had  various  attacks  of  haemoptysis.  She  has 
had  a  mild  attack  of  chorea  and  some  vague  pains  in  the 
joints,  but  no  rheumatic  fever. 

On  examination. — Cheeks  highly  coloured.  No  clubbing 
of  fingers.  Heart :  at  left  base  a  harsh,  continuous  thrill, 
most  marked  during  systole.  With  this  a  murmur,  which 
continues  throughout  the  cardiac  cycle. 

Case  2. — E.  M.,  fet.  29.  Except  that  she  was  subject  to 
pains  in  the  joints  during  the  winter,  there  is  nothing  of 
note  in  the  history  till  the  present  illness. 

Four  months  before  admission  she  complained  of  severe 
pain  about  the  heart  and  of  cough.  A  month  later  her 
cough  became  more  severe  and  she  began  to  spit  blood. 
Since  then  she  has  had  epistaxis  and  bleeding  from  the 
gums.  Her  face  was  noticed  to  be  blue,  and  has  been  so  ever 
since. 

On  examination. — Face  very  cyanosed.  Fingers  clubbed. 
At  the  left  base  a  murmur  was  heard,  and  a  thrill  felt  similar 
in  character  to  that  described  above.  There  was  in  addition 
a  systolic  murmur  at  the  apex. 

Case  3. — B.  J.,  jet.  31.  When  she  was  a  month  old, 
patient  was  said  to  have  had  scarlet  fever.  The  doctor  then 
examined  her  chest,  and  told  her  mother  that  her  heart  had  been 
affected.  Since  then  she  has  had  attacks  of  cardiac  trouble, 
but  has  been  able  to  lead  an  active  life  in  service  with  only 
occasional  breakdowns. 

On  examination.  —  Moderate  cyanosis.  Fingers  very 
slightly  clubbed.  Condition  of  heart  as  in  the  other  cases. 
At  the  pulmonary  area  a  thrill  and  murmur  which  extend 
through  the  cardiac  cycle. 
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IX. — Larqc  Ahdominal  Tumour.    By  Sir  Hugh  Beevoe, 
Bart.,  M.D.     Exhibited  October  26th,  1906. 

ALBERT  P.,  ast.  16.  The  swelling  has  some  features  only 
of  enlarged  spleen.  Symptoms  of  mechanical  inter- 
ference only.  Blood  normal.  Condition  stationary  for  twelve 
months.     Dyspnoea'  first  noticed  two  years  ago. 


X.  —A  Case  of  Double  Coxa  Vara.     By  R.  J.  Godlee, 
M.S.     Exhibited  October  26,  1906. 

THE  patient  is  a  boy,  fet.  16,  who  states  that,  though  he 
always  turned  liis  toes  out,  he  wns  active,  and  could 
playgames — e.g.  football — up  to  August,  1905,  when  a  barrow 
fell  against  him  and  broke  his  right  thigh.  He  was  in  splints 
for  seven  weeks.  After  they  were  removed  the  right  lower 
limb  was  noticed  to  be  shorter  than  the  left.  But  he  con- 
tinued his  work  till  August,  1906,  when  he  had  to  give  it  up 
on  account  of  pain  in  the  left  hip.  He  had  then  to  take  to 
crutches. 

The  right  great  trochanter  is  more  prominent  than  the 
left,  and  is  three  quarters  of  an  inch  above  Nelaton's  line. 
All  the  muscles  of  the  right  lower  limb  are  wasted.  Both 
limbs  are  rotated  out  on  both  sides  ;  abduction,  flexion,  and 
rotation  in  are  much  limited.  On  bending  the  knees  the 
legs  cross.  Walking  is  difficult;  the  gait  is  that  common  in 
cases  of  coxa  vara. 

The  knee-jerks  are  exaggerated.  There  is  no  sign  of 
spinal  disease.  The  ends  of  the  long  bones  are  rather  thick, 
suggesting  rickets.     There  are  no  signs  of  tubercular  disease. 

Skiagrams  appear  to  show  double  coxa  vara,  with  possibly 
fracture  of  the  neck  of  the  right  femur. 
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XI. — A  Case  of  Xanthoma,  with  Enlargement  of  the 
Liver.  By  H.  C.  Semon,  M.B.,  (introduced  by  J. 
Rose  Bradford,  M.D.,  F.R.S.).  Exhibited  October 
26,  1906. 

THE  patient,  a  widow,  set.  GO,  was  admitted  to  University 
College  Hospital  with  the  history  that  for  seven  yeai-s 
she  had  had  jaundice  and  languor ;  the  urine  had  been 
observed  to  be  dark  and  the  motions  pale.  Two  years  ago 
the  eyelids  altered  in  colour  and  texture,  and  soon  after 
numerous  yellow  masses  developed  on  the  limbs  and  body. 
The  liver  also  was  found  to  be  enlarged,  and  laparotomy  was 
performed  in  the  Sussex  County  Hospital.  The  organ  was 
found  to  be  indurated  and  scarred,  and  numerous  enlarged 
glands  were  felt  in  the  abdomen,  along  the  spine,  and  in  the 
portal  fissure. 

At  the  present  time  the  liver  is  felt  to  be  much  enlarged, 
reaching  from  the  sixth  rib  in  the  right  nipple  line  to  1  inch 
below  the  umbilicus.  The  yellow  nodules  of  the  skin  are  in 
some  cases  movable,  but  in  others  appear  to  be  fixed  in  a 
varying  degree  to  subjacent  periosteum  or  bone.  Bile  is 
found  in  the  urine.  The  patient's  hair  is  scanty.  Other  than 
a  history  of  two  miscarriages  there  is  nothing  to  report  of 
past  illnesses. 


XII. — A  Case  of  Acromegaly.  By  H.  C.  Semon,  M.B. 
(introduced  by  J.  Rose  Bradford,  M.D.,  F.R.S.). 
Exhibited  October  26,  1906. 

THE  patient,  a  married  w^oman,  £et.  27,  has  suifered  for 
three  years  w^ith  pain  in  the  left  side  of  the  face  and 
cranium,  occurring  in  paroxj'sms.  The  hands  and  feet  have 
been  gradually  increasing  in  size  during  the  last  eight 
months.  There  has  also  been  amenorrhoea  for  three  years, 
and  the  amount  of  urine  and  frequency  of  micturition  are 
increased. 

Besides  the  alteration  of  the  hands  and  feet,  the  nose  and 
tongue  are  enlarged.     There  is  also  well-marked  bi-temporal 
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hemianopsia,  and  both  discs  show  evidence  of  optic  atrophy. 
Oblique  illumination  of  the  nasal  half  of  the  left  disc  produces 
only  sluggish  contraction  of  the  left  pupil.  The  urine  shows 
a  trace  of  albumin  occasionally.  In  other  particulars  the 
patient  is  quite  healthy. 


XUL—Gase  of  Cerebellar  Tumour.  By  D.  C.  L. 
FiTzwiLLTAMS,  CM.,  for  C.  A.  Ballance,  M.S.  Ex- 
hibited October  26,  1906. 

AGE  at  present  6  years  and  3  months.  Admitted  to  the 
Hospital  for  Sick  Children  under  Dr.  Colman,  May, 
1906. 

History. — When  eighteen  months  old  it  was  noticed  that 
the  child  was  weak  on  the  left  side  chiefly  in  the  arm.  Said 
to  be  rather  deaf  on  the  left  side.  Three  months  before 
admission  had  bad  headaches,  principally  at  the  back,  but 
also  at  the  front  part  of  the  head.  Vomiting  came  on  at  the 
same  time,  independently  of  food.  Slept  night  and  day 
between  the  attacks  of  pain. 

On  admission. — The  cerebellar  region  bulged  on  the  left 
side  (see  cast).  Scar  on  the  right  arm  thought  to  be 
tubercular.  Left  arm  weaker  than  the  right,  no  difference 
in  the  legs.  Inco-ordination  more  marked  on  the  left  side. 
Gait  unsteady;  did  not  fall  more  to  one  side  than  to  the 
other.  Epigastric  reflexes  increased  on  the  right  side,  dimi- 
nished on  the  left.  Knee-jerks  equal.  Slight  extensor 
response  on  the  left  side. 

Eyes. — Slight  internal  squint;  very  slight  nystagmus  on 
looking  to  the  right.     No  optic  atrophy. 

Operation. — By  Mi-.  Ballance,  in  two  stages,  June  22  and 
24.  Left  side  of  the  cerebellum  exposed,  oedema  of  brain 
over  the  site  of  the  tumour,  which  occupied  all  the  left  lobe 
of  the  cerebellum  extending  to  the  middle  line,  to  the  pons 
below,  and  attached  to  the  tentorium  above.  Stood  the 
removal  well. 

July  3. — Became  very  ill;  vomited  seven  times  in  the 
morning;  temp.  104°. 
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July  20. — Scar  quite  firm  ;  movements  very  inco-ordinate ; 
nystagmus  marked;  no  optic  neuritis;  no  extensor  response; 
speech  very  drawling. 

After  that  date  the  inco-ordination  diminished,  and  has 
now  disappeared;  he  can  walk  about.  No  bulging  of  the 
scar. 

Cast  of  head  before  operation  and  the  tumour  (tuber- 
cular) removed  are  exhibited. 


XIV. — Case    of  Acromegalij.      By    Seymour    Taylor, 
M.D.     Exhibited  January  25,  1907.     Witli  Figure. 

LILY  B.,  aet.  32,  domestic  servant,  complains  of  increase 
in  the  size  of  her  hands  and  feet,  commencing  five 
years  ago.  She  has  had  no  previous  serious  illness  in  her 
lifetime,  and  has  only  suffered  occasionally  from  quinsy. 
There  is  no  predisposition  to  giantism  in  any  other  member 
of  her  family. 

The  face  (see  Fig.)  is  very  large,  the  lower  jaw  and  nose 
especially  enlarged.  The  angle  of  the  lower  jaw  is  very 
obtuse,  and  the  lower  teeth  slightly  overlap  the  upper  ones. 
The  hands  are  enlarged,  and  the  fingers  flattened,  and  the 
forearms  generally  have  an  apparently  increased  bulk,  with 
muscular  hypertrophy.  The  feet  and  ankles  are  also  enlarged 
in  a  manner  similar  to  the  upper  extremities. 

The  ribs  and  clavicles  are  also  large  and  prominent,  but 
there  is  no  marked  spinal  curvature.  The  tongue  is  thickened, 
the  lips  are  pendulous,  and  the  speech  leathery  in  tone. 

There  is  no  special  clinical  feature  connected  with  the 
skin.  The  thoracic  and  abdominal  organs  are  healthy.  The 
pulse  is  normal;  but  the  temperature  falls  slightly  below  the 
normal  line.  Her  chief  discomfort  is  due  to  attacks  of 
dyspnoea,  especially  in  lying  down  at  night. 

Treatment  by  pituitary  extract  has  afforded  negative 
results. 
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Dr.  Seymour  Taylor's  Case  of  Acromegaly,  the  hands  contrasted 
with  the  hand  of  a  nurse. 
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XV. — Congenital  Heart  Disease  with  Cyanosis.  By 
F.  Parkes  Weber,  M.D.  Exhibited  Jamoari/  25, 
1907. 

THE  patient  is  a  rather  tall,  weakly-developed  girl,  agt.  17. 
She  is  generally  more  or  less  cyauosed,  but  her  colour 
varies  greatly  from  time  to  time.  Sometimes  it  is  almost 
natural,  but  at  other  times  (especially  on  physical  exertion, 
or  mental  effort,  or  excitement)  her  lips,  nose,  and  fingers 
may  become  bluish-black.  There  is  scarcely  any  "  clubbing  " 
of  the  fingers  and  none  of  the  toes.  The  heart  appears  to  be 
not  enlarged,  but  there  is  slight  bulging  of  the  cardiac  area, 
probably  an  early  rachitic  change.  No  thrill  can  be  felt. 
When  the  patient  is  lying  on  her  back  a  harsh  systolic 
murmur  can  be  heard  all  over  the  heart,  loudest  in  the  third 
and  fourth  intercostal  spaces  to  the  left  of  the  sternum.  The 
murmur  becomes  less  marked  during  any  temporary  tachy- 
cardia {i.e.  from  excitement),  but  the  most  striking  feature  of 
the  case  is  that  when  the  patient  stands  upright  the  murmur 
almost  completely  disappears  or  becomes  much  fainter  and 
markedly  influenced  by  the  respiratory  movements,  being 
best  heard  during  inspiration.  The  prJse-rate  averages  98 
to  the  minute  and  the  blood-pressure  is  low.  Blood  :  Htemo- 
globin  (by  Haldane's  method)  115  per  cent.;  red  cells 
6,375,000  in  the  c.mm. ;  white  cells  13,235;  by  spectroscopic 
examination  of  the  blood  nothing  abnormal  can  be  detected. 
In  March,  1906,  the  polycytheemia  was  more  than  it  is  at 
present,  the  blood-count  then  showing  7,352,000  red  cells  in 
the  c.mm.  No  evidence  of  disease  in  any  other  organ.  No 
dyspnoea.  The  cyanosis  seems  first  to  have  been  noticed 
when  the  patient  commenced  to  walk  (at  the  age  of  2j  years), 
and  since  then  it  has  remained,  varying  much,  however,  from 
time  to  time.  Menstruation  commenced  at  fourteen  years  of 
age.  A  sister  of  the  patient,  aet.  10,  is  imbecile  and  back- 
ward in  physical  development.  It  would  seem  that  the 
only  way  to  account  for  the  symptoms  is  to  suppose  that 
there  is  a  considerable  aperture  in  the  inter- ventricular 
septum  with  fairly  equal  development  of  the  two  sides  of  the 
heart.  The  patient  was  exhibited  at  the  Medical  Society 
in  1906,  as  a  "Case  of  Congenital  Paroxysmal  Cyanosis," 
but  now  the  variations  in  the  cyanosis  are  hardly  decided 
enough  to  warrant  the  use  of  the  epithet  "  paroxysmal." 
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XVL— Fracture  of  Tarsus.    By  John  R.  Lunn,  F.R.C.S. 
Exhibited  January  25,  1907. 

THE  patient,  a  porter,  single,  set.  22,  was  admitted  into  the 
Marylebone  Infirmary,  W.,  on  May  2,  1906,  with  a  large 
swelling  of  his  left  ankle.  Some  doubtful  crepitus  could  be 
felt.  He  stated  that  he  had  jumped  a  depth  of  fifteen  feet, 
landing  on  his  left  foot.  The  X  rays  revealed  a  fracture  of 
the  astragalus,  and  a  piece  of  the  bone  was  projecting  on  the 
dorsum  of  the  foot.  The  foot  and  ankle  were  put  up  in  a 
plaster-of-Paris  splint,  which  was  removed  on  June  10,  when 
there  was  good  movement  of  the  ankle.  The  patient  was 
discharged  on  July  15  walking  well.  He  was  last  seen  by 
me  in  November  last,  when  he  told  me  that  he  was  doing  his 
work  as  porter. 


XVII. — Achondroplasia.     By  John  R.  Lunn,  F.R.C.S. 
Exhibited  January  25,  1907. 

JAMES  G.,  ret.  53,  male,  labourer,  admitted  June  4,  1906, 
into    St.   Marylebone   Infirmary,   W.     Patient  admitted 
complaining  of  sciatica. 

Family  history. — Father  (6  ft.  2  in.)  mother  (5  ft.  10  in.), 
three  brothers,  one  sister,  all  in  good  health. 

Previous  history. — Patient  has  been  stunted  from  birth 
He  lost  the  use  of  his  limbs  at  the  age  of  three  years  for  a 
time ;  he  was  taken  to  the  Orthopaedic  Hospital,  where  he 
was  given  splints,  which  he  wore  for  six  months.  Since  this 
time  his  legs  have  been  bowed.  At  the  age  of  seventeen  or 
eighteen  he  became  a  coal-porter,  which  occupation  he 
followed  for  nine  years.  Since  giving  up  this  employment 
he  has  been  a  labourer  on  the  Paddington  roads.  Except  for 
occasional  bilious  attacks  he  has  always  enjoyed  good  health. 

History  of  jjresent  illness. — Eight  years  ago  he  began  to 
suffer  from  recurring  attacks  of  sciatica,  which  eventually 
compelled  him  to  give  up  his  work.  Intellect  good.  Height 
4  ft.  1  in.,  when  sitting  2  ft.  9  in.  Circumference  of  head 
24  in. 

Measurement  of  certain  bones. — Clavicle  5^  in. ;  acromion 
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process  to  external  condyle  6f  in.;  radius  6|  in.;  olecranon 
to  styloid  process  of  ulna  8  in.;  anterior  superior  spine  to 
internal  malleolus  ISj  in.  on  i-ight  side,  18|  in.  on  left; 
internal  tuberosity  of  tibia  to  internal  condyle  7h  in.;  chest, 
full  expansion  35  in. 

Appearance. — The  foi'ehead  is  prominent,  the  bridge  of 
the  nose  rather  deficient,  the  eyes  deeply  set.  The  teeth  are 
ground  down,  carious,  with  many  teeth  missing.  The  palate 
arch  is  rather  high.  The  tongue  normal.  The  legs  are  very 
bowed,  thei-e  being  great  curvature  of  the  tibiae.  The  feet 
are  short  and  square,  with  all  the  toes  nearly  the  same  length. 
There  is  very  little  curvative  of  the  bones  of  the  upper  limbs. 
The  fingers  are  more  nearly  the  same  length  than  normal. 
The  naiddle  and  ring  fingers  diverge  at  the  first  interphalan- 
geal  joint;  this  is  more  marked  on  the  left  hand  than  the 
right.  There  is  lordosis  and  prominence  of  the  abdomen. 
The  umbilicus  lies  midway  between  the  crown  of  the  head 
and  the  soles  of  the  feet.  The  finger  tips  reach  an  inch  and 
a  half  below  the  great  trochanters.  The  genital  organs  are 
normal. 


XVIII. — Unusual  Case  of  Enlargement  of  the  Head  in 
a  Child.  By  BEiiTRAM  Abkauams,  M.B.  Exhibited 
Ja,nuary  25,  1907. 

CB.,  tet.  3.  Before  his  birth  mother  suffered  from  what 
•  was  possibly  syphilis.  Labour  normal.  Nothing  wrong 
noticed  with  head  till  the  age  of  eight  months.  The  head 
then  began  to  swell,  and  continued  to  do  so  for  some  four 
months,  since  when  it  is  said  not  to  have  increased.  Dilata- 
tion of  the  vessels  at  the  root  of  the  nose  was  first  noticed  at 
eighteen  months,  and  has  progressed  since  ;  before  that  time 
the  mother  "  thinks  there  was  a  red  flush  on  the  forehead." 

Present  condition. — An  intelligent  and  well-developed 
child.  Head  is  very  large,  bulging  particularly  above  and  to 
the  back.  Greatest  circumference  25  in. ;  length  from  root 
of  nose  to  occipital  protuberance  15  in. ;  width  between  ears 
(over  vertex)  14  in.  Percussion  note  over  heart  clanging. 
On  auscultation  a  systolic  bruit  is  heard  all  over  the  heart. 

The  right  fronto-parietal  fissure  is  closed,  but  the  left, 
both  coronals,  and    the   frontal   portion  of  the  sagittal  are 


254  Clinical  Cases. 

patent.  The  left  occipito-parietal  region  is  larger  than  the 
right. 

There  is  venous  dilatation  over  the  glabella,  involving  the 
left  upper  eyelid,  and  descending  to  within  three  quarters  of 
an  inch  of  the  tip  of  the  nose.  The  appearance  simulates 
that  of  a  cirsoid  aneurysm. 

There  is  no  other  abnormal  physical  sign  excepting  a 
systolic  bruit  over  the  whole  pr^cordia,  loudest  in  the  mitral 
area,  and  conducted  into  the  axilla. 


XIX.- — Successful  Plastic  Operation  for  a  Syphilitic 
Perforation  of  tlte  Hard.  Palate  on  the  Left  Side  the 
size  of  a  Sixpence.  By  H.  L.  Barnard,  M.S. 
Exhibited  Jamiari/  25,  1907. 

FRANCIS  P.,  a3t.  28,  had  syphilis  four  years  ago.     Per- 
foration present  six  months. 

August  16,  1906. — An  L-shaped  flap  was  turned  in  from 
the  right  side  of  the  palate  and  sutured  to  the  freshened 
edges  of  the  perforation.  The  flap  was  about  three  times  the 
area  of  the  perforation. 

After-treatment. — Potassium  iodide  and  Liq.  hyd.  perchlor. 
and  frequent  mouth-washes  of  weak  carbolic.  Healing 
occurred  normally,  but  as  the  flap  contracted  the  anterior 
half  of  the  perforation  opened. 

December  9. — The  entire  left  half  of  the  palate  raised  as 
one  flap  and  sutured  over  the  perforation. 

Progress. — Noimal  healing  under  the  same  treatment  and 
the  perforation  is  now  closed.  A  minute  perforation  in  the 
soft  palate,  which  causes  little  trouble,  remains. 


XX. — Removal  of  a  Stone  from  each  Ureter  for  Dauhle 
PyonepJirosis.  By  H.  L.  Barnard,  M.S.  Exhi- 
bited January  25,  1907. 

MARY  B.,  set.  41,  had  renal  colic  on  both  sides,  but  chiefly 
on   the   left,  for  four  years.     Attacks  of  cystitis  and 
pyrexia  for  three  years. 
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Both  kidneys  were  enlarged,  movable,  and  tender,  espe- 
cially the  left.  Great  wasting.  Weight  7  st.  1  lb.  CEdema 
of  the  feet.  Urine  =  1010 — 1016,  acid,  turbid,  albumen, 
much  pus.  Radiographic  report:  (1)  A  stone  the  shape  and 
size  of  an  almond  in  the  right  ureter  opposite  the  fourth 
lumbar  vertebra;  (2)  another,  smaller,  in  the  pelvis,  oppo- 
site the  fourth  sacral.  The  latter  could  be  felt  in  the  left 
fornix  of  the  vagina. 

October  14, 1904. — The  right  ureteric  calculus  was  removed 
through  a  loin  incision.  Wound  in  ureter  closed  with  No.  1 
catgfut ;   drainas^e  ;  no  leakage  of  urine. 

December  5. — The  left  ureteric  calculus  was  removed 
through  an  incision  in  the  left  fornix  of  the  vagina.  Ureter 
not  sutured.  Tube  in  broad  ligament  for  three  days.  Urinary 
fistula  closed  in  ten  days. 

January  25,  1907  :  Present  condition. — Well  and  strong. 
Weighs  9  st.  lOj  lb.  A  little  pain  at  times  in  left  kidney, 
which  is  still  somewhat  enlarged  and  tender.  Urine  slightly 
turbid,  contains  pus,  acid,  1016,  trace  of  albumen. 


XXI. — A  Method  of  Diminishing  the  Raw  Surface 
after  Removal  of  half  the  Tongue.  By  H.  L. 
Barnard,  M.S.     Exhibited  January  25,  1907. 

^/|"ARY  H.,  ffit.  55,  admitted  to  the  London  Hospital,  May 
10,  1906,  with  epithelioma  of  the  middle  of  the  right 
edge  of  tongue  due  to  a  sharp  carious  tooth.     No  glands  felt. 

May  14,  1906. — Right  half  of  tongue  removed  by 
Whitehead's  method,  and  the  submaxillary  and  deep  cervical 
glands  cleaned  out.  The  half  of  the  tongue  remaining  was 
doubled  back  so  that  the  tip  was  brought  in  contact  with  the 
posterior  third.     Three  catgut  sutures  inserted. 

Advantages  of  method. — (1)  Rapid  healing  and  diminished 
raw  surface ;  (2)  smooth  and  rounded  edge  to  tongue ;  (3) 
small  scar. 

Disadvantages. — (1)  Local  recurrence,  if  it  occurred, 
would  be  in  the  middle  of  tongue ;  (2)  the  sensation  of  the 
tip  of  tongue-  being  down  the  throat,  but  it  has  now  moved 
round  to  the  front. 
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XXII. — Multiple  Ohondromata  of  Metatarsal  Bones, 
irith  vniisual  changes  in  one  (?)  as  a  result  of 
Traumatism.  By  W.  F.  Beook,  F.R.C.S.  Exhi- 
bited Januarij  25,  1907.     With  Plate  XV. 

MALE,  aet.  50.  While  wrestling  fifteen  years  ago  right 
"great  toe  joint"  Avas  badly  crushed  by  opponent's 
heel.  This  was  followed  by  occasional  painless  swelling, 
which,  in  the  course  of  a  few  years,  became  permanent,  but 
caused  no  trouble  until  the  beginning  of  1907,  when  it 
became  necessary  to  wear  a  specially  made  boot  on  that  foot. 

When  first  seen  in  February,  1904,  he  presented  a  pain- 
less swelling  about  the  first  metatarsal  bone,  which  pushed 
the  second  toe  and  metatarsal  outwards.  Movement  of  the 
toe  was  slightly  impaired,  but  caused  no  pain  or  grating. 
Under  the  skin  of  the  first  interspace,  and  on  either  side  of 
the  extensor  tendon,  could  be  felt  freely  movable  fragments 
of  bone  or  cartilage  of  varying  shape  and  size.  These  frag- 
ments appeared  to  be  the  main  cause  of  the  enlargement. 

The  swelling  is  noAv  considerably  larger  and  more  tense 
and  the  interspace  further  widened.  The  fragments  are  less 
freely  movable,  and  protrude  into  the  web,  whence  one  was 
recently  removed  for  examination.  The  joint  is  almost  rigid, 
being  apparently  fixed  by  the  increased  number  of  fragments 
as  by  a  splint.  The  slight  lameness  and  pain  after  use  from 
which  he  now  suffers  appear  to  be  due  entirely  to  this 
rigidity. 

All  the  points  shown  in  a  skiagram  taken  in  February, 
1904,  viz.  the  breaking  up  of  the  head,  and,  to  a  less  extent, 
of  the  shaft  of  the  first  metatarsal  and  base  of  the  phalanx, 
are  more  pronounced  in  the  skiagram  taken  in  January, 
1907,  but  especially  to  be  noted  is  the  increase  in  the 
collection  of  cartilaginous  fragments  undergoing  ossification 
in  its  centre,  with  further  widening  of  the  interspace  and 
distortion  from  pressure  of  the  second  metatarsal.  Moreover, 
chondromata  have  appeared  in  the  shaft  of  the  third  and  the 
head  of  fourth  metatarsal. 

The  fragment  removed  was  not  encapsuled,  and  was  kindly 
examined  by  Mr.  Shattock,  who  reports  that  it  ''consists  of 
hyaline  cartilage  in  which  small  areas  of  mucus  metaplasia 
occur,  t.  e.  areas  in  which  the  matrix   has  become  liquified, 


PLATE    XV. 

Illustrating   Mr.  W.    F.    Brook's   Case   of   Multiple   Chondromata   of   the 
Metatarsal  Bones. 

The  diseased  right  foot  is  shown  in  comparison  with  the  normal  left 
foot  in  a  photograph  and  also  in  a  skiagram. 
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PLATE    XVI. 

Illustrating   Mr.    Glutton's   Case   of   Congenital   Hypertrophy   or   Giant 
Growth  of  Feet. 

Photograph  of  patient. 
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PLATE    XVII. 

Ilhistrating   Mr.   Chitton's   Case    of    Congenital    Hypertrophy    or    Giant 

Growth  of  Feet. 

Skiagram  of  right  foot. 
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PLATE    XVIII. 

Illustrating   Mr.   Glutton's   Case    of    Congenital    Hypertrophy    or    Giant 

Growth  of  Feet. 

Skiagram  of  left  foot. 
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and  the  cells  have   become  branched  to  produce  a  mucous 
tissue." 

It  seems  pi'obable  that  some  relation  exists  between  the 
injui'y,  which  was  evidently  severe,  and  the  present  condition. 
In  the  light  of  the  recent  appearance  of  chondromata  in 
other  metatarsals,  a  possible  explanation  is  that  at  the  time 
of  the  injury  the  first  metatarsal  .was  the  seat  of  a  chondroma, 
that  this  was  crushed,  the  frag'tnenb  being  extruded  through 
the  ruptured  periosteum,  with  the  result  that  they  have 
developed  a  kind  of  diffuse  chondromatosis,  in  the  surround- 
in"-  tissues. 


XXIII. — Congenital  Hiipertroplnj  or  Giant  Growth  of 
Feet.  By  H.  H.  Glutton,  M.C.  Exhibited  March 
22,  1907.     AYitli  Plates  XVI,  XVII,  XVIII. 

A  GIRL,  set.  17,  was  shown  with  congenital  hypertrophy 
of  both  feet  and  of  the  whole  of  the  left  lower  extremity. 
The  deformity,  which  was  noticed  by  the  mother  at  birth, 
slowly  increased  up  to  the  age  of  fourteen.  During  the  last 
three  years  the  growth  has  been  much  more  rapid,  producing 
particulaidy  a  gi-eater  inequality  in  the  length  of  the  two 
lower  extremities.  The  feet  (Plate  XVI)  ai-e  enormous,  but 
fairly  equal  in  size,  the  distal  parts  being  rather  larger 
than  the  proximal.  The  radiographs  of  the  right  foot 
(Plate  XVII)  shows  that  the  second,  third,  fourth,  and 
fifth  toes,  with  their  corresponding  metatarsal  bones,  are 
longer  and  larger  than  the  fii-st,  whilst  in  the  left  (Plate 
XVII)  it  will  be  seen  that  the  first,  second,  and  third  toes, 
with  their  metatarsal  bones,  are  more  developed.  The  tarsal 
bones  are  much  larger  than  normal,  although  not  quite  so 
exaggei-ated  as  the  more  distal  bones.  The  only  exception  is 
the  astragalus,  which  looks  as  if  it  were  of  about  the  normal 
size.  The  soft  parts  over  the  bones  are  also  distinctly  hyper- 
trophied.  The  skin  is  thicker,  especially  on  the  soles  of  the 
feet,  although  she  has  not  walked  much.  The  subcutaneous 
tissue  is  more  voluminous  than  is  natural,  and  on  the  dorsum 
of  each  foot  there  is  a  swelling  which  resembles  a  diffuse 
lipoma.  The  condition  of  the  skin  and  subcutaneous  tissue 
does  not,  however,  resemble  that  seen  in  elephantiasis.  The 
lower  limbs  are  uuequal  in  length  and  size.     This  is  mainly 
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due  to  an  hypertrophy  of  the  left  lower  extremity,  which  is 
hirger  and  longer  than  the  right,  but  there  is  not  so  much 
differeTice  between  the  two  thighs  as  there  is  between  the 
two  legs.  The  diiference  in  length  is  over  three  inches  in 
the  recumbent  position,  when  measuring  from  the  anterior 
superior  spine  to  the  internal  malleolus.  But  in  the  erect 
position  a  book  of  two  inches  in  thickness,  placed  under  the 
right  foot,  brings  the  pelvis  level. 

The  radiograph  shows  the  left  leg  bones  to  be  longer  and 
larger  than  the  right,  and  of  the  two  the  fibula  appears  to  be 
longer  than  the  tibia,  if  one  may  judge  by  the  curvature  of 
this  bone  behind  the  tibia. 

There  are  no  other  deformities  than  those  above  described. 
The  skiagrams  were  kindly  taken  by  Dr.  Greg,  and  the 
photos  by  Mr.  G.  B.  Wainwright.  The  history  of  the  case 
was  obtained  by  Mr.  Graham  Jones. 

Note. — The  left  foot  was  removed  in  March,  1907,  and 
has  been  preserved  in  the  Museum  of  the  Royal  College  of 
Surgeons.  The  right  foot  will  be  dealt  with  in  a  similar 
manner  during  the  autumn. — July,  1907. 


XXlY.—OasG    of    Pancreatic    Fistula.      By    F.    W. 
Forbes-Ross,  CM.     Exhibited  March  22,  1907. 

WC,  male,  set.  71.  The  patient  had  undergone  an 
•  operation  for  the  removal  of  piles  a  fortnight  before, 
when,  on  October  17,  1906,  whilst  straining  at  stool,  he 
suddenly  cried  out,  owing  to  pain  in  the  left  hypochondrium. 
Signs  ot  septic  inflammation  set  in  and  a  swelling  appeared, 
which  increased  until  it  distended  the  left  half  of  the  abdo- 
men as  far  as  a  line  drawn  from  the  left  anterior  superior 
iliac  spine  obliquely  upwards  to  the  right  hypochondrium. 
Mr.  Pearce  Gould  was  then  consulted  ;  he  diagnosed  an  abdo- 
minal abscess,  and  advised  incision. 

On  October  24  Mr.  Ross  made  au  ilio-lumbar  incision 
through  the  abdominal  wall,  pushed  aside  the  peritoneum  and 
opened  a  cavity  containing  two  and  a  half  quarts  of  sanious 
inodorous  pus.  A  large  drainage-tube  was  inserted,  and  the 
rest  of  the  wound  closed.  The  fluid  discharged  gave  the 
reactions  of  the  pancreatic  secretion.     There  is  now  a  sinus 
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3i  inches  in  depth,  discharging  a  small  amount  of  fluid.  The 
patient  has  recovered  health,  and  has  returned  to  his  business. 
A  pancreatic  cyst  may  have  been  slowly  forming,  in  which 
suppuration  set  in  a  week  before  the  incision. 


XXV. — "  Pulmonary  Hypertropliic  Osteo-arthrojJafhy  " 
occurring  in  a  case  of  Congenital  Heart  Disease  {!). 
By  H.  Batty  Shaw,  M.D,  and  R.  Higham  Coopee, 
L.S.A.     Exhibited  March  22,  1907.    With  Figures. 

THE  patient,  a  young  unmarried  woman,  eet.  21  years,  was 
recently  admitted  to  University  College  Hospital  under 
the  care  of  Sir  Thomas  Barlow,  to  whom  we  are  indebted  for 
permission  to  publish  the  notes  of  the  case.  The  patient  had 
suffered  from  palpitation,  breathlessuess,  and  blueness  since 
birth.  During  the  last  ten  years  she  had  suffered  from  pains 
in  the  limbs,  both  in  the  ankles  and  wrists  and  in  the  shafts 
of  the  long  bones  of  the  legs,  more  particularly  after  standing 
and  walking.  She  had  scarlet  fever  at  the  age  of  ten  years, 
but  no  other  illness.  There  was  no  history  of  acute  rheuma- 
tism or  of  syphilis  in  the  family,  the  other  members  of  which 
were  quite  healthy.  The  patient  was  very  cyanosed,  and 
clubbing  of  the  fingers,  the  toes,  and  the  nose  was  well  marked. 
A  systolic  murmur  was  heard  over  the  prascordium,  probably 
due  to  defect  of  the  interventricular  septum;  it  was  best  heard 
to  the  left  of  the  sternum  and  in  the  third  and  fourth  inter- 
costal spaces,  but  was  also  audible  at  the  apex  beat  of  the 
heart  and  in  the  second  left  intercostal  space  ;  it  was  not  con- 
ducted towards  the  left  clavicle.  There  were  no  signs  of  any 
of  those  diseases  of  the  lungs  which  have  hitherto  been  found 
associated  with  clubbing  of  the  fingers  and  osteo-arthropathy ; 
the  tuberculo-opsonic  indices  observed  on  five  separate  occa- 
sions by  Mr.  D.  Embleton  were  U-96,  0-78,  0-96,  096,  and 
0"82.  The  blood  examination  showed  8,320,000  red  corpuscles 
and  9300  white  corpuscles  per  cubic  millimetre;  the  per- 
centage of  hasmoglobin  -was  150,  and  the  colour  index  was 
0*94;  the  polymorphonuclear  cells  numbered  60*2  per  cent., 
the  small  lymphocytes  19'9  per  cent.,  the  large  lymphocytes 
12  per  cent.,  the  hyaline  cells  6'9  per  cent.,  and  the  eosino- 
phile  cells  1  per  cent.     Besides  the  clubbing  above  referred 
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to  there  was  obvious  swelling  of  both  legs  due  to  thickening 
of  the  lower  ends  of  the  tibiae  and  fibulae  (Fig.  1),  and  there 


Fig.  1. 


was  slight  swelling  of  the  bones  of  the  forearms,  of  the  wrists, 
and  of  the  shafts  of  the  metacarpal  and  phalangeal  bones. 

Radioscopic  exaviination. — Compared  with  the  correspond- 
ing bones  of  the  patient's  sister,  who  was  quite  healthy  and 
of  almost   the  same  height  and  build,  there  was  very  con- 
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siderable  enlargement  of  the  tibi«  and  fibulfe  of  both  legs, 
especially  of  the  lower  two  thirds^  more  marked  in  the  right 


Fig.  2. 


limb;  irregular  bony  deposits  were  present  at  the  attachment 
of  the  interosseous  ligaments  to  tlie  adjacent  tibiae  and 
fibulge.  The  upper  halves  of  the  shafts  of  the  femora  showed 
increase  of  the  mass  of  bone,  but  in  a  more  marked  degree, 
especially  in  the  right  leg  (Fig.  2) ;  the  head,  the  neck,  and 
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the  lowei'  halves  of  the  femoi'a  appeared  to  be  normal.  The 
first  and  second  phalanges  of  the  fingers  and  thumbs,  the 
metacarpal  bones,  the  first  and  second  phalanges  of  the  toes, 
the  metatarsal  bones,  and  the  bones  of  both  forearms  showed 
very  slight  thickening;  there  was  no  bony  increase  of  the 
terminal  phalanges  of  the  fingers  or  toes. 

This  case  is  of  special  interest  in  several  directions.  In 
the  first  place  it  confirms  the  belief  that  Pierre  Marie's  sign- 
complex  is  not  a  feature  of  particular  forms  of  lung  disease 
only,  such  as  bronchiectasis,  tuberculosis,  empyema,  neo- 
plasm, etc.,  for  the  patient  was  quite  free  from  any  signs  or 
symptoms  of  pulmonary  disease.  The  changes  in  the  bones 
and  the  joint  pains  constitute  "  osteo-arthropathy,"  which, 
combined  with  clubbing,  is  known  under  the  title  given  by 
Pierre  Marie*  as  pulmonary  hypertrophic  osteo-arthropathy  ; 
the  latter  observer  and  Bamberger  t  considered  that  the 
genesis  of  this  sign-complex  depended  on  the  efi^ects  of 
toxins  formed  in  the  lungs;  we  consider  that  everything 
points  to  the  absence  of  any  toxic  focus  in  the  lungs  of  this 
case;  tuberculosis  of  the  lungs,  the  most  common  infection 
in  congenital  heart  disease,  may  yield  no  physical  signs  and 
yet  be  present;  that  this  is  not  so  in  this  case  is  shown  by 
the  existence  of  normal  opsonic  indices  above  quoted — a 
condition  of  affairs  which  could  not  occur  if  a  tuberculo- 
toxin  were  circulating  in  the  system  so  widely  as  to  produce 
the  above  diffuse  osteo-arthropathy.  A  mechanico-toxic 
cause  of  clubbing  and  of  osteo-arthropathy  has  been  advanced 
recently  by  Beclei'e  J  and  by  Groedel  §,  and  confirmed  by  an 
observation  by  Berent  || ;  clubbing  of  the  fingers  has  long 
been  known  to  occur  in  one  hand^  in  cases  in  which  an 
aneurysm  has  caused  interference  with  the  circulation  of  the 
limb,  and  Groedel  and  Berent  have  shown  that  bone  changes 
may  also  occur  in  such  cases ;  the  toxic  substance  or  sub- 
stances must  in  these  cases  be  generated  locally,  and  be 
derivations  of  tissue  metabolism.     Their  retention,  owing  to 

*  Pierre  Marie,  Revue  de  Medecine,  1890,  tome  x,  p.  1. 

+  Bamberger,  Zeitschrift  fur  Klinische  Mediciii,  1891,  Band  xviii,  S.  193. 

X  Beclere  :  Semaine  Medicale,  1901,  p.  94.  Bulletins  et  Mihnoires  de  la 
Societe  Medicale  des  Hopitaux,  1901,  vol.  xviii,  p.  283.  Gazette  des  Hopitaux, 
1904,  p.  754. 

§  Groedel,  Miinchener  Medicinische  Wochenschmft,  1906,  S.  264. 

il   Berent,  Berliner  Klinische  Wochenschrift,  1903,  S.  75. 

^  Sir  Thomas  Smith,  Transactions  of  the  Pathological  Society  of  London, 
1871,  vol.  xxiii,  p.  74.  Canton,  ibid.,  1865,  vol.  xvii,  p.  428.  Ogle,  ibid., 
1858,  vol.  X,  p.  103. 
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the  obstructed  circulation,  is  considered  to  be  responsible  for 
the  clubbing  and  for  the  boue  and  joint  changes.  We 
consider  that  this  case  gives  support  to  the  view  of  Beclere 
and  of  Groedel^  because  the  greatest  boue  change  is  noticed 
iu  the  lower  extremities,  gravity  tending  to  increase  the 
stagnation  of  the  blood  iu  these  parts.  That  mechanical 
obstruction  is  in  the  first  place  responsible  for  the  change  is 
also  shown  by  the  fact  that  the  patient  has  suifered  for  as 
long  a  period  as  ten  years  frequently  and  immediately  from 
pain  in  the  lower  limbs  on  standing  or  walking. 

This  case  is  finally  a  unique  one'^  for,  so  far  as  we  are  able 
to  ascertain,  there  are  no  other  reports  in  the  literature  of 
cases  of  congenital  heart  disease  being  associated  Avith  Marie's 
sign-complex  in  the  absence  of  lung  disease.  Bamberger's 
eighth  case  was  one  of  congenital  heart  disease,  but  was 
complicated  by  the  presence  of  tuberculosis,  and  Thorburn's 
case  (footnote  to  his  paper),  though  occurring  in  a  boy,  is 
not  stated  to  be  due  to  congenital  as  opposed  to  acquired 
heart  disease;  the  latter  association  has  been  established  by 
Bamberger.  The  distribution  of  the  changes,  mainly  in  the 
lower  extremities  of  our  case,  is  also  very  unusual,  and,  as 
already  stated,  in  the  absence  of  any  focus  of  disease  in  the 
lung,  supports  the  view  that  clubbing  and  osteo-arthropathy 
are  due  to  the  effects  of  tissue  toxins  normally  generated  at 
the  periphery  but  prevented  from  being  rapidly  removed 
owing  to  the  impairment  of  the  circulation,  in  our  case 
dependent  upon  congenital  heart  disease,  in  others  upon  the 
existence  of  lung  disease,  of  acquired  heart  disease,  and 
even,  it  is  stated,  of  impaired  action  of  the  diaphragm  in 
cases  of  cirrhosis  of  the  liver  and  also  in  cases  of  chronic 
jaundice. 


XXVI. — Case  of  Osteogenesis  Imperfecta  {F  Si/pM- 
litic).  By  G.  A.  Sutherland,  M.D.  Exliibited 
March  22,  1907.     With  Plate  XIX. 

A  MALE  infant,  ast.  8  weeks,  a  first  child.  He  was  born 
after  an  eas}"  labour,  and  "  the  left  wrist  was  seen  to  be 
broken  and  the  arm  to  hang  as  if  dislocated.  The  thigh  and 
leg  bones  on  the  left  side  were  broken."     Multiple  fractures 
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in  the  long  bones  are  shown  in  a  skiagram  taken  seven  days 
later.  No  fresh  fractures  have  been  observed  to  occur.  He 
seemed  to  suffer  great  pain  whenever  his  limbs  were  touched^ 
and  cried  for  hours  after  he  was  born.  At  birth  also  a  lump 
was  noticed  on  the  right  side  of  the  head.  There  is  nothing 
of  importance  in  the  family  history. 

On  admission,  four  weeks  ago,  great  pain  and  tenderness 
were  present  in  the  extremities,  which  were  the  seat  of  peri- 
osteal swelling,  especially  round  the  epiphyses.  A  condition 
of  pseudo-paralysis  existed,  movement  being  limited  to  the 
fingers  and  toes.  Signs  of  fracture  were  manifest  in  all  the 
long  bones  of  the  extremities,  and  in  many  of  the  ribs  [vide 
skiagram  [PI.  XIX]  by  Dr.  Jackson  Taylor).  A  swelling  was 
present  over  the  right  parietal  bone  with  a  large  irregular 
gap  in  the  osseous  tissue.  There  was  general  peeling  of  the 
skin  over  the  trunk  and  exti-emities. 

Under  observation  the  pain  and  tenderness  in  the  limbs 
have  passed  off,  the  periosteal  swelling  has  subsided,  and  the 
infant  now  moves  the  limbs  freely.  ]\Iarked  deformities 
have  resulted  from  the  fractures,  which  are  now  apparently 
united.     Mercurial  treatment  has  been  carried  out. 


XXVII. — A  Case  of  Faciu-liijpoglossal  Anastomosis  for 
Post-operative  Paralysis  ;  nearly  Complete  Recovery. 
By  A.  H.  Tubby,  M.S.  Exhibited  March  22,  1907. 
With  Figures. 

J  P.  B.,  set.  19  years,  was  admitted  into  Westminster  Hos- 
•  pital  on  October  3,  1905.  While  in  the  Militia,  during 
the  early  part  of  that  year,  a  swelling  appeared  behind  the 
left  side  of  the  jaw.  This  was  opened  by  a  surgeon  on  April 
27,  1905,  and  when  he  recovered  from  the  operation  he  found 
the  left  side  of  liis  face  paralysed.  When  he  was  admitted 
to  Westminster  Hospital  it  was  noted  that  the  left  half  of  the 
mouth  dropped ;  the  left  palpebral  fissure  was  larger  than 
the  right ;  the  left  side  of  the  forehead  was  unwrinkled  ;  the 
cheek  was  flattened,  the  tongue  deviated  slightly  to  the  right; 
the  palate  moved  normally,  the  uvula  being  in  the  middle 
line,  but  food  accumulated  in  the  left  cheek.  There  were 
also  epiphora  and   dribbling  of  saliva  on  the  left  side.     He 
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could  not  whistle  nor  draw  in  the  cheek.  The  appearances 
are  seen  in  the  photogTaph  (Fig*.  1).  The  sensation  of  touch 
was  not  diminished,  but  he  had  lost  all  taste  on  the  anterior 
part  of  the  left  side  of  the  tongue. 

On  October  16  an  anastomosis  was  carried  out.     An  inci- 
sion was  made  from  the   tip  of  the  mastoid  process   to   the 


Fig.  1. — Photograph  of  the  patient  befoi-e  operation. 


greater  coruu  of  the  hyoid  bone,  and  then  a  dissection  was 
undertaken  to  find  the  cut  distal  ends  of  the  facial  nerve. 
This  was  a  matter  of  considerable  difficulty.  A  further  dis- 
section was  then  made  to  expose  the  hypoglossal  nerve.  A 
large  part  of  the  digastric  and  of  the  stylo-hyoid  muscles  was 
removed,  the  hypoglossal  nerve  freed,  and  brought  upwards 
as  near  to  the  facial  as  possible.  An  incision  was  made 
with  a  tenotomy  knife  deeply  into  the  hypoglossal  nerve, 
and  the  distal  ends  of  the  facial  were  implanted  into  it 
laterally.  Great  care  was  taken  to  keep  the  head  quiet,  to 
VOL.  XL.  18 


266 


Clinical  Cases, 


prevent  all  movemeut  of  the  neck  for  foui'teen  days  after  tlie 
operation. 

On  October  23 — that  is  a  week  after  the  operation — it  was 
noted  that  the  palpebral  fissure  was  lessened  in  size,  and  the 
eye  conkl  be  temporarily  closed. 

On  October  28  the  patient  began  to  move  the  left  angle 
of  the  mouth. 


Fig.  2. — Plioto>^rapli  four  months  after  the  operation. 

On  February  1,  1906,  the  following  conditions  of  voluntary 
movement  were  to  be  seen  :  Action  of  the  corrugator  super- 
cilii  in  wrinkling  the  forehead  ;  firm  action  of  the  orbicularis 
palpebrarum  in  the  closure  of  the  eye  on  the  left  side  with  con- 
trol over  the  muscles  of  the  cheek.  He  could  also  voluntarily 
draw  the  left  angle  of  the  mouth  upwards  to  a  higher  degree 
than  the  right  when  the  latter  was  at  rest,  but  in  repose  the 
left  angle  slightly  drooped.  The  left  ala  nasi  moved  simul- 
taneously with  the  mouth,  and  there  was  flickering  of  the 
muscle  of  the  chin  on  that  side.     The  appearances  after  the 
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operation  are  seen  in  Fig.  2.  It  was  striking  to  observe 
that  the  tongue  was  drawn  over  to  the  right  side,  and 
there  was  a  little  thickness  of  speech.  The  patient  said 
that  when  he  moved  his  face  he  was  not  compelled  to  move 
his  tongue  at  the  same  time.  There  was  some  wasting  of  the 
left  side  of  the  tongue.  When  both  sides  of  the  face  were 
thrown  into  action  the  right  side  still  overpowered  the  left. 
He  could  whistle  and  the  food  no  longer  accumulated  in  the 
cheek. 

March  22,  1907. — At  this  date  the  improvement  is  fully 
maintained  in  all  respects.  There  is  less  drooping  of  the  left 
angle  of  the  mouth  in  repose,  while  when  in  action  the  dis- 
parity of  movement  between  the  two  corners  of  the  mouth  is 
less  marked.  In  fact  the  improvement  has  been  slightly  but 
steadily  progressive. 


XXVIII. — A  Case  illustrating  the  Treatment  of  Com- 
plete Paralysis  of  the  Gastrocnemius  and  SoJeiis  irith 
Talipes  Calcaneus,  hi/  Nerve-Grafting;  Partial 
Recovery.  B7  A.  H.  Tqbby,  M.S.  ExhiUted 
March,  22,  1907. 

WILLIE  T.,  fet.  9  years,  was  admitted  to  Westminster 
Hospital  on  May  19,  1905.  He  was  attacked  by 
infantile  paralysis  in  the  left  leg  when  aged  two  and  a  half 
years,  but  recovery  took  place  except  in  the  gastrocnemius 
and  soleus  and  the  right  erector  spinse.  He  was  treated  at 
Queen  Square  Hospital  by  massage  and  electricity  for  three 
months,  and  had  also  worn  leg-irons  for  three  years. 

On  admission  to  Westminster  Hospital  it  was  noted  that 
all  the  muscles  of  the  left  thigh  and  leg  were  smaller  than 
those  of  the  right.  The  patient  could  extend  and  flex  the 
knee,  the  latter  by  the  hamstrings  alone,  without  the  aid  of 
the  gastrocnemius.  He  could  dorsiflex  and  evert  the  ankle. 
At  Westminster  Hospital  efforts  were  made  to  improve  the 
condition  by  massage  and  electricity,  but  no  results  followed, 
the  gastrocnemius  and  soleus  being  found  to  be  useless  and 
paralysed,  and  not  responding  either  to  the  galvanic  nor 
faradic  currents.  The  heel  was  dropped  and  bulbous,  and  he 
could  not  plantar  flex  the  foot. 
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On  Juue  5  nerve  transplantation  was  performed.  The 
branches  from  the  internal  popliteal  nerve  to  the  gastroc- 
nemius and  soleus  were  identified  by  sterilisable  electrodes, 
and  contraction  resulting,  these  branches  were  separated  from 
the  internal  popliteal  and  grafted  by  lateral  implantation  on 
to  the  external  popliteal. 

This  operation  is  easy  to  perfoi'm  as  the  nerves  to  the 
gastrocnemius  and  soleus  can  be  traced  up  for  a  long  way  in 
the  internal  popliteal  as  separate  bundles,  so  that  an  ample 
length  of  them  can  be  obtained  to  bridge  over  the  gap 
between  the  internal  and  external  popliteal.  The  nei've  to 
the  extei'nal  head  of  the  gastrocnemius  passes  directly  to  the 
muscle.  The  nerve  to  tlie  internal  head  gives  off  branches  to 
the  soleus. 

No  effect  could  be  observed  until  October  1,  when  it  was 
seen  that  some  voluntary  plantar  flexion  of  the  ankle  had 
appeared,  but  he  could  not  move  the  foot  downwards  beyond 
the  right  angle.  That  is,  four  and  a  half  months  elapsed 
before  any  returu  of  power  could  be  noted. 

Since  then  the  power  has  increased,  and  he  can  plantar- 
flex  the  foot  to  the  right  angle,  but  when  he  walks  the  action 
of  the  gastrocnemius  and  soleus  in  lifting  the  heel  is  not 
entirely  satisfactory.  Up  to  February  9,  1906,  no  reaction 
to  galvanism  or  faradism  had  appeared  in  the  gasti-ocnemius 
and  soleus.  On  May  31,  1906,  faradism  gave  no  reaction, 
but  with  galvanism  there  is  a  faint  response,  A. C.C.  >  K.C.C. 
On  Marcli  22,  1907,  he  reacts  well  to  faradism,  and  to  gal- 
vanism K.C.C.  >  A. C.C.  He  raises  the  left  heel  well  in 
walking,  but  cannot  lift  the  body  weight  on  the  left  foot. 
He  can  plantar-flex  the  foot,  and  the  Achilles  tendon  is  felt  to 
harden  in  doing  so. 


XXIX. — Complete  Paralysis  of  the  Gastrocnemius  and 
Soleus  ;  Talipes  Calcaneus ;  Nerve-grafting ;  much 
Recovery  of  Poiver.  By  A.  H.  Tubby,  M.S.  Exhi- 
hitecl  March  22,  1907. 

FRANK    R.,  aet.  9    years,  was    admitted  to  Westminster 
Hospital   on  October  21,   1905,    suffering  from   talipes 
calcaneus  of  seven   years'   duration.      He   had   been   in   the 
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West  End  Hospital  for  Paralysis  for  two  nionths;  undergoing 
massage  and  electricity,  but  had  not  improved. 

The  foot  was  in  a  position  of  marked  talipes  calcaneus, 
with  great  contraction  of  tlie  plantar  fascia.  All  the  muscles 
of  the  left  leg  below  the  knee  reacted  to  faradism  excepting 
the  gastrocnemius  and  soleus,  while  to  galvanism  in  the 
latter  muscles  the  anodal  closing  contraction  is  greater  than 
the  cathodal,  but  the  contraction  is  very  slight.  He  had 
some  degree  of  plantar  flexion  due  to  the  action  of  the  deep 
muscles  of  the  leg. 

On  October  30  the  plantar  fascia  was  divided,  and  the  sole 
of  the  foot  rectified.  On  November  13  an  incision  was  made, 
the  nerves  to  the  gastrocnemius  and  soleus,  proceeding  from 
the  internal  popliteal,  were  identified  by  using  sterilisable 
electrodes.  The  nerves  were  severed  from  the  internal 
popliteal,  and  inserted  by  lateral  implantation  into  the 
external. 

On  December  23  it  was  noted  that  the  tendo-Achillis 
showed  a  slight  flicker  of  movement  and  some  tightening  iu 
plantar  flexion.  On  Januar}'-  9  the  electrical  tests  showed 
that  there  was  no  reaction  to  faradism,  and  very  little  to 
galvanism,  A. CO.  >  K.C.C.  When  the  foot  was  dorsiflexed, 
and  some  resistance  was  opposed,  the  tendo-Achillis  could  be 
distinctly  felt  to  harden.  On  January  31,  1906,  the  volun- 
tary movement  of  the  heel  upwards  was  more  marked.  On 
May  9  it  was  noticed  that  he  could  flex  and  extend  the  left 
ankle  well  when  the  foot  was  off  the  ground,  and  the  elec- 
trical reactions  showed  that  all  the  muscles  of  the  limb 
excepting  the  gastrocnemius  and  soleus  reacted  well  to 
faradism,  while  to  galvanism  the  gastrocnemius  gave  the 
reaction  of  K.C.C.  >  A.C.C. 

On  March  13,  1907,  it  was  found  that  the  gastrocnemius 
and  soleus  reacted  to  the  faradic  current,  and  with  the 
galvanic  current,  K.C.C.  was  >  A.C.C.  But  he  has  not 
regained  the  power  of  raising  the  body  on  the  left  foot,  yet 
he  lifts  the  heel  in  walking.  When  the  foot  is  oft'  the  ground 
he  can  plantar-flex  it  to  the  fullest  extent,  and  the  range  of 
movement  has  become  normal  since  the  nerve  transplantation 
was  done.  When  the  foot  is  plantar-flexed  it  requires  a 
considerable  effort  on  the  part  of  the  surgeon  to  overcome 
the  contraction.  It  will  be  noted  that  in  this  case  power 
had  commenced  to  return  within  nine  weeks  of  the  opera- 
tion, whereas  four  and  a  half  months  elapsed  in  the  case 
of    \V.    T.      Further,    on    January    9,    1906,    there    was    no 
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reaction  to  faradism  in  the  affected  muscles,  while  power  had 
begun  to  return,  as  evidenced  by  the  movement  of  the 
muscles  and  hardening  of  the  tendo-Achillis.  This  shows 
that  during  recovery  the  only  reliable  tests  are  return  of 
muscular  movement  and  visible  tightening  of  the  tendon, 
while  too  much  reliance  as  to  prognosis  must  not  be  placed 
upon  the  electrical  reactions. 


XXX. — Acute  TJiijroid  SiceUing,  with  Acute  Hsemor- 
rhagic  Oedema  of  the  Right  Side  of  the  Pharynx  and 
Larynx.  By  F.  Paekes  AYebee,  M.D.  Exhibited 
March  22,  1907. 

THE  patient,  a  well-built  man  fet.  54,  was  first  seen  in 
November,  1906,  when  he  complained  of  headache  and 
nervous  feelings.  He  was  found  to  have  slight  cardiac 
hypertrophy,  high  arterial  blood-pressure  (on  one  occasion 
up  to  230  mm.  mercury,  as  estimated  on  the  arm  with  the 
Riva-Kocci  apparatus,  using  the  broad  band),  a  small 
retinal  hgemorrhage  in  the  right  eye,  and  a  trace  of  albumen 
with  a  few  cell-casts  in  the  urine;  all  this  pointing  to 
the  presence  of  chronic  interstitial  nephritis.  No  history 
of  syphilis.  Within  the  past  two  years  he  has  on  three 
occasions  (last  time,  end  of  Januarj^,  1907)  suffered  from 
slight  temporary  aphasia.  At  the  beginning  of  March,  1907, 
he  had  headache  and  felt  unwell  (Dr.  J.  K.  Halliday,  who 
attended  him,  found  that  the  temperature  on  one  occasion 
reached  100°  F.),  and  was  conscious  of  a  pricking  sensation 
on  the  right  side  of  the  neck.  On  the  afternoon  of  March  4 
(about  4.30  p.m.)  his  neck  suddenly  began  to  swell,  and  he 
had  (subjective)  difficulty  in  breathing.  On  admission  to  the 
German  Hospital  at  7  p.m.  the  whole  thyroid  gland,  but 
especially  the  right  lobe,  was  much  enlarged,  tense,  and 
tender.  There  was  likewise  considerable  general  swelling  of 
the  neck  and  over  the  upper  part  of  the  sternum,  and  there 
was  great  oedema  of  the  right  side  of  the  pharynx  and  larynx. 
The  pharynx  was  scaritied,  and  the  patient  was  much  relieved 
by  a  morphine  injection,  rest  in  bed,  and  the  external  applica- 
tion of  ice  to  the  neck.  A  calomel  aperient  was  afterwards 
given.     There  was  no  fever.     The  urine  was  of  sp.  gr.  1026, 
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containing  a  little  albumen  (about  one  quarter  per  mille  by 
Esbacli's  tube),  and  free  from  sugar.  There  was  no  oedema 
elsewhere  on  the  trunk  or  extremities.  Next  evening  (March 
5)  the  swelling  of  the  neck,  pharynx,  and  laryux  was  ah-eady 
somewhat  less,  and  on  March  11,  though  the  thyroid  gland, 
including  the  isthmus,  was  still  enlarged,  the  rest  of  the 
swelling  had  subsided,  leaving  ecchymosis  behind  it.  At 
present  (March  17)  the  man  feels  almost  in  his  usual  con- 
dition again,  but  the  thyroid  gland  is  somewhat  enlarged, 
and  the  skin  of  the  neck  (especially  the  right  side),  and  the 
upper  front  part  of  the  chest  is  discoloui-ed,  as  if  from  exten- 
sive bruising.  The  skin  of  these  parts  presents  various  shades 
of  green,  greenish-yellow,  and  purple,  and  there  is  still  much 
ecchymosis  of  the  mucous  membrane  of  the  pharynx  and 
larynx. 

Blood  examination  (March  17).  —  Hasmoglobin  (by 
Haldane's  method),  60  per  cent,  of  the  ordinary  standard; 
red  cells  3,450,000  in  the  cubic  millimetre;  white  cells 
14,700  ;  nothing  abnormal  by  microscopical  examination  of 
stained  films. 

The  facts  point  to  the  condition  having  been  due  to 
sudden  haemorrhage  into  the  right  lobe  of  the  thyroid  gland 
("apoplexy  of  tlie  thyroid^'),  which  quickly  also  distended 
the  isthmus  and  the  left  lobe,  though  to  a  somewhat  lesser 
degree.  Tlie  luemorrhagic  oedema  of  the  neck  and  of  the 
right  side  of  the  pharynx  and  larynx  was  doubtless  analogous 
tn  the  oedema  and  widespread  appearance  of  bruising  often 
following  bone-fractures  and  other  injuries  associated  with 
local  extravasation  of  blood.  The  swelling  reached  its  maxi- 
mum about  five  hours  after  its  commencement. 


XXXI. — Enlargement  of  the  Clavicle  and  Lower  Jaw. 
By  H.  Betham  Robinson,  M.S.  Exhibited  March 
22,  1907. 

BOY,  set.  13,  with  chronic  inflammatory  swelling  of  right 
clavicle  and  left  side  of  lower  jaw.  When  first  seen  at 
end  of  October  clavicle  only  swollen  ;  this  resulted  from  a 
fall  against  a  wall  one  month  previously.  In  November  bad 
toothache  and  jaw  subsequently  swelled. 
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There  is  some  nodular  eulargement  of  right  half  of  thyroid 
gland.     No  history  of  tubercle  or  syphilis. 

There  has  been  some  reductiou  in  size  under  potassium 
iodide.  Latterly  he  has  ceased  attending  at  the  hospital  and 
the  swellings  have  increased. 

Note. — The  swollen  clavicle  was  a  few  days  afterwards 
cut  down  upon,  and  a  portion  removed  gave  evidence  histo- 
logically of  chronic  inflammation. 

Under  mercury  and  iodide  of  potassium  there  has  been 
marked  improvement. 


XXXII. — Disa])j)eara7ice,  more  or  less  complete,  of  the 
Subcutaneous  Fat  above  the  Region  of  the  Lower 
Extremities.  By  Harry  Campbell,  M.D.  Exhibited 
March  22,  1907. 

GIRL,  set.  21.  This  is  especially  marked  in  the  face,  chest, 
and  abdomen,  including  the  region  of  the  vions  veneris. 
There  is  no  disappearance  of  fat  from  the  mammary  glands 
or  the  orbits.  There  is  an  abundant  deposit  of  subcutaneous 
fat  in  the  buttocks  and  lower  extremities  generally. 

The  patient  is  said  to  have  been  perfectly  normal  up  to 
the  age  of  seven.  Prom  this  time  until  the  age  of  fourteen 
there  occurred  a  gradual  disappearance  of  fat  from  the  affected 
regions. 


XXXIII. — Patient  from  whom  a  Large  Polgcystic  Kidney 
ivas  removed  two  and  a  half  years  ago.  By 
Donald  Armuuk,  M.B.     Exhibited  March  22,  1907. 

FS.,  set.  29,  married,  no  children,  attended  the  West 
•  London  Hospital  in  October,  1904,  complaining  of  per- 
sistent frontal  headache,  pain  in  the  lower  part  of  the  back, 
abdomen  and  left  side,  pain  and  stiffness  in  the  legs,  and 
progressive  weakness.  There  were  no  symptoms  referable 
to  the  urinary  organs,  nor  could  any  history  of  hajmaturia  or 
polyuria  be  obtained.  IShe  was  a  pale,  anaemic  woman,  with 
a  dull  muddy  complexion  and  a  tired,  worn  expression. 
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On  examiuatiou,  a  large  oval  tumour  was  found  occupying 
the  left  reual  region.  The  patient  was  quite  unaware  of  its 
presence.  It  was  slightly  movable  on  palpation,  and  moved 
with  respiration,  dull  on  percussion  except  over  the  anterior 
surface,  which  was  resonant.  There  was  no  tenderness 
except  on  deep  pressure. 

Urine. — Acid,  sp.  gr.  1024,  no  albumen,  blood,  nor  sugar. 
Optic  discs  normal,  no  retinitis  nor  hjemorrhages. 

Heart. — Apex-beat  in  fifth  interspace,  felt  as  far  out  as 
nipple  line;  left  border  half  inch  outside  nipple  line  ;  action 
regular;  very  faint  systolic  murmur  at  apex,  not  conducted 
outwards ;  second  sound  at  base  sharp  and  accentuated. 
Pulse  not  of  high  tension,  though  the  artery  felt  somewhat 
thickened. 

There  was  no  appreciable  alteration  in  the  size  of  the 
tumour  during  eight  weeks'  observation,  but  her  headache  and 
pain  increased. 

The  kidney  (specimen  shown)  was  removed  by  the  usual 
lumbar  incision  after  the  right  kidney  was  found  by  transperi- 
toneal examination  to  be  normal.     Kecovery  uneventful. 


XXXIV. — Obliteration  of  Bilateral  Psoas  Abscess.     By 
W.  Gr.  Spencee,  M.S. "  Exhibited  March  22,  1907. 

FEMALE,  get.  25.  At  fourteen  hurt  her  back,  which  pained 
occasionally  afterwards.  At  twenty-two  more  pain  in 
lumbar  region  and  down  legs. 

December,  1905. — First  saw  doctor. 

February,  1906. — Right  loin  incised,  sinus  persisted. 

October  25. — Thin,  weak,  pain  and  slight  prominence, 
lower  lumbar  vertebrge.  Bilateral  psoas  abscess  extending 
from  diaphragm  to  Poupart's  ligament,  bulging  forwards, 
tense,  the  right  abscess  leaking  through  sinus. 

30. — On  right  side  free  extra-peritoneal  incision,  pus, 
sloughs,  and  caseous  fibrin  wiped  out.  Wall  of  cavity  thick, 
pulpy.  A  sinus  leading  into  a  vertebra  gouged  out.  Whole 
of  cavity  filled  with  iodoform  gauze.  On  left  side  a  short 
incision,  cavity  washed  out,  iodoform  in  glycerin  injected, 
sewn  up. 
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November  20. — Left  side  had  re-filled  and  become  tense, 
so  treated  like  right  side. 

Both  cavities  have  been  dressed  daily  with  thoroughness, 
and  there  is  now  a  granulating  hole  admitting  last  joint  of 
little  finger.  Patieut  has  been  up  some  time,  is  now  stout, 
and  shows  no  signs  of  tuberculous  disease. 


XXXV. — Case  of  Fixation  of  Jaiv.     By  A.  E.  Baukek, 
F.R.C.S.     Exhibited  March  22,  1907. 

THE  patient  liad  been  a  pupil  teacher  in  a  school  eight  years 
ago,  and  was  overworked.  An  attack  is  described  as 
occurring  at  that  time  which  is  stated  to  have  been  accompanied 
by  hemiplegia.  The  jaw  then  became  fixed,  but  there  had 
been  at  the  same  time  some  swelling  of  the  left  side  of  the 
jaw  for  which  teeth  were  removed.  The  nervous  condition 
passed  off,  and  has  left  no  traces  behind  (?  hystei'ia).  But 
the  jaw  has  remained  fixed,  and  the  left  masseter  seems  to 
have  become  fibrous. 

Since  the  patient  was  exhibited  the  jaws  have  been  forcibly 
separated  under  chloroform  with  the  greatest  difiiculty  until 
the  incisors  were  Ij  in.  apart.  This  was  repeated  on  several 
occasions,  a  rubber  wedge  gag  being  worn  in  the  intervals. 
She  was  sent  back  to  Suffolk  able  to  have  her  teeth  separated 
but  with  very  little  power  to  move  the  jaw  herself  (?  hysteria 
+  fibrous  change  in  the  muscles  alter  eight  years^  disuse). 
Her  doctor  is  carrying  out  this  treatment  at  her  home. 


XXXVI. — Two  cases  Illustrating  the  Use  of  a  Filigree 
of  Silver  Wire  in  the  Radical  Cure  of  Umbilical 
Hernia.  By  Douglas  Drew,  B.S.  Exhibited 
April  26,  1907. 

pASE  1.— F.  P.,  tct.  49,  mother  of  five  children.  The 
\j  hernia  appeared  twenty-five  years  ago,  after  the  birth 
of  her  first  child.  It  was  about  the  size  of  a  cocoanut,  and 
was  irreducible. 
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The  recti  muscles  were  widely  separated  above  and  below 
the  I'ing. 

The  filigree,  8x4,  was  inserted  beneath  the  recti  muscles, 
which  were  drawn  together  over  it,  as  also  were  the  edges  of 
the  sheath.  The  operation  was  performed  on  February  15, 
1907. 

Case  2. — E.  F.,  ast.  41,  mother  of  two  children.  Hernia 
appeared  four  years  ago,  and  measured  4  inches  in  diameter. 
The  filigree,  4^  X  3,  was  used  in  the  same  manner  as  in 
Case  1.  At  the  end  of  a  fortnight  the  wound  appeared  to 
be  soundly  healed,  but  a  few  days  later  some  intiammation 
was  noticed  at  the  lower  end  of  the  wound,  and  some  broken- 
down  blood-clot  and  pus  were  evacuated. 

The  lower  strands  of  the  filigree  could  be  felt  with  a 
probe.  The  wound  was  fomented,  and  in  ten  days  it  closed, 
and  now  appears  to  be  quite  firm. 


XXXVII. — Habitual  Dislocation  of  the  Patella  (J 
Congenital).  By  Douglas  Dekw,  B.S.  Exhibited 
April  26,  1907. 

LC,  female,  ast.  13  years.  The  child  first  came  under 
•  observation  when  six  years  old  with  severe  genu 
valgum  (right)  and  dislocation  of  the  patella  when  the  knee 
was  fiexed.  McEwen's  osteotomy  of  the  femur  was  performed 
April  10,  1900,  and  it  was  thought  that  by  removing  the 
deformity  the  tendency  to  dislocation  would  be  overcome. 
The  child  was  lost  sight  of  until  a  fortnight  ago.  The 
present  condition  is  much  the  same  as  seven  years  ago.  On 
flexing  the  knee  the  patella  slips  completely  over  to  the  outer 
surface  of  the  external  condyle,  whereas,  when  the  knee  is 
extended,  it  lies  over  the  external  condyle. 

It  will  be  noticed  that  the  muscles  of  the  thigh  are 
smaller  than  on  the  left  side,  and  some  weakness  is  com- 
plained of. 

It  is  suggested  to  treat  the  case  by  dividing  the  capsule 
on  the  outer  side  of  the  patella  so  as  to  allow  of  the  reposi- 
tion of  the  bone,  and  by  shortening  up  the  capsule  on  the 
inner  side,  and,  if  necessary,  to  deepen  the  patella  surface  on 
the  femur. 
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XXXVIll. — Case  of  Acute  Ataxia  {Encephalitis  Cere- 
belli).  By  Frederick  E.  Batten,  M.D.  Exhibited 
April  26,  1907. 

n'^HlS  case  was  exhibited  before  the  Society  in  October, 
i      1904. 

The  boy,  aet.  oi,  had  measles  in  March,  1904.  From  this 
he  recovered.  On  April  2  he  vomited,  had  general  convul- 
sions, and  passed  into  a  comatose  condition.  On  regaining 
consciousness  he  was  wildly  ataxic  both  as  regards  his  legs, 
arms,  and  trunk. 

From  this  he  very  slowly  recovered,  and,  when  exhibited 
before  the  Society  on  October  28,  1904,  was  still  very  ataxic. 
He  is  now  (April,  1907)  six  years  old.  He  walks  fairly  well, 
but  is  still  unsteady,  especially  on  the  left  leg.  If  he  be 
asked  to  kick  a  ball  the  inco-ordination  of  the  left  leg  is  very 
marked.  The  articulation  is  still  slow  and  hesitating.  The 
knee-jerks  are  present,  and  the  plautars  give  a  llexor 
response. 

Sensation  to  touch  and  pain  is  perfect.  He  can  appreciate 
the  shape  of  objects  put  into  his  hand,  and  the  sense  of 
position  is  probably  good.  This  latter  is,  however,  very 
difficult  to  investigate.  His  mental  condition  is  fair,  but  he 
is  backward  for  his  age. 


XXXIX. — Case   of  Acute  Ataxia.     By  Frederick   E. 
Batten,  M.D.     Exhibited  April  26,  1907. 


F 


(jr.,  a  boy,  aet.  11,  was  quite  well  up  till  April  1,  when 
he  had  headache.  On  the  following  morning,  after 
coming  downstairs,  he  fell ;  he  picked  himself  up,  but  fell 
a  second  time;  then  he  was  taken  upstairs,  and  he  again  fell. 
He  had  severe  headache  and  vomited  the  whole  day,  and 
was  unable  to  feed  himself.  On  April  5  he  tried  to  get  out 
of  bed,  and  walked  like  a  drunken  man. 

He  attended  the  National  Hospital  on  April  9.  He  had 
marked  ataxia  of  both  legs,  some  ataxia  of  the  hand,  and 
nystagmus  on  looking  to  the  left  side.  There  was  loss  of 
tone  in  the  muscles  of  the  lower  limbs.     The  knee-jerks  were 
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active,  aud  the  plantar  reflexes  flexor;  sensation  was  perfect 
to  all  forms. 

The  bo}^  rapidly  improved,  so  that  he  now  oidy  exhibits 
sliofht  ataxia  in  the  lower  extremities. 


XL. — A   case   of   Acute   Ataxia.      By   Frederick    E. 
Battex,  M.D.     Exluhited  Ajml  26,  1907. 

EB.,  a  boy,  set.  1 2,  has  always  been  backward.  For  the 
•  last  seven  years  patient  has  had  attacks  of  petit  mal. 
In  September,  1906,  he  had  a  series  of  130  fits,  and  was 
unconscious  for  three  days.  On  recovery  he  could  move 
ai'ms  and  legs,  but  had  no  control  over  them,  and  has  not 
been  able  to  walk  since.  He  has  had  no  headache  nor 
vomiting,  and  has  no  optic  neuritis.  He  is  the  fourth  of 
four  children;  the  others  are  healthy.  His  mental  condition 
is  poor,  his  ai-ticulation  is  slow  and  jerky.  There  is  unsteadi- 
ness of  the  trunk  and  head.  There  is  general  weakness  of  the 
arms,  and  a  well-marked  intention  tremor  is  present.  In  the 
legs  all  movements  are  possible,  but  there  is  marked  loss  of 
tone.  He  cannot  walk  without  aid,  and  his  gait  is  wildly 
ataxic.  The  knee-jerks  are  active,  the  plantar  gives  a  flexor 
response. 

Sensation  is  perfect  to  all  forms,  and  he  has  no  loss  of 
muscular  sense. 

There  is  a  lateral  curvature  in  the  dorsal  region  with  the 
convexity  to  the  right.  Whilst  under  treatment  he  has  made 
but  little  improvement. 


XLI. —  Tivo  Cases  of  Long-standing  Talipes  Equino- 
varus  treated  by  Tlhio-calcaneous  Resection,  with 
Amputation  of  the  Bemainder  of  the  Foot  {Le  Fort's 
Amputation  modified).  By  C.  GtOrdon  Watson, 
F.E.C.S.  Exhibited  April  26,  1907.  With  Plate 
XX. 

CASE   1. — Arthur  H.,  set.  30,  no  occupation,  was  admitted 
to  the  Metropolitan  Hospital,  March  31,  1906. 
History. — Infantile    hemiplegia,    tet.    1,    leaving    partial 
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paralysis  of  left  hand  and  leg  below  the  knee.  Has  had  no 
treatment  in  the  p:ist.  Deformity  of  the  foot  has  gradually 
increased.  Has  worn  a  high  boot  for  past  six  months 
(O'Connor  extension),  but  it  has  constautly  given  away,  and 
has  not  given  him  much  support. 

He  is  unable  to  work  as  a  labourer  owing  to  difficulty  in 
standing.     Left  arm  and  leg  are  much  wasted. 

The  foot  is  in  position  of  marked  equino-varus,  with  the 
dorsum  directed  downwards. 

Electrical  reactions. 

Left  thigh  normal.  The  superficial  calf  muscles  react  to 
strong  galvanic  and  Faradic  currents.  The  tibialis  posticus 
and  flexor  longus  digitorum  react  to  very  strong  Faradism 
and  slightly  to  very  strong  galvanism.  There  is  no  reaction 
in  the  extensors. 

The  peronei  I'eact  to  strong  Faradism  and  galvanism. 

The  movements  at  the  hip  and  knee  are  good. 

The  left  leg  measured  to  the  malleoli  is  one  inch  shorter 
than  the  right. 

Brief  details  of  the  o2)eration. — Dorsal  skin  incision  ex- 
tending from  tip  of  the  external  malleolus  across  the  head  of 
the  astragalus  to  half  an  inch  below  and  behind  the  tip  of 
the  internal  malleolus.  Resection  of  the  astragalus.  Re- 
moval of  cartilage  from  articular  surfaces  of  external 
malleolus  and  inferior  surface  of  tibia,  and  superior  surface 
of  OS  calcis.  Removal  of  internal  malleolus.  Plantar  flap 
cut  extending  from  extremities  of  dorsal  to  half  an  inch  in 
front  of  tubercle  of  scaphoid  internally  and  to  base  of  five 
metatarsal  externally,  and  transversely  across  the  sole  be- 
tween these  two  points.  Amputation  of  remainder  of  the 
foot  and  removal  of  about  half  an  inch  of  the  anterior 
extremity  of  the  os  calcis.  Tenotomy  of  tendo-Achillis  and 
surrounding  contracted  tissues.  Os  calcis  pegged  Avith  steel 
pin  passed  through  the  sole  into  the  lower  end  of  tibia. 
Stump  put  up  in  plaster.  Walked  on  peg  leg  for  three 
months,  and  since  then  on  an  artificial  foot. 

Case  2. — Infantile  hemiplegia  involviug  the  right  arm  and 
leg,  and  slightly  also  the  left  leg.  Frank  S.,  set.  44,  admitted 
to  the  Metropolitan  Hospital,  June  28,  1906. 

The  deformity  in  this  case  was  almost  identical  with  the 
first,  but  the  varus  was  rather  less  marked.  An  additional 
factor  in  this  case  was  some  paresis  of  the  extensors  of  the 
opposite  leg  with  rectangular  talipes. 


PLATE    XX. 

Illustrating  Mr.  Gordon  Watson's  Cases  of  Talipes  Equino-varus. 

Skiagram  of  stiimp. 


Clin.  Soc.  Trans.,  Vol.  XL.  PI.  XX. 


Adlard  b'  Son.  hii/» 
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The  operation  was  identical  except  that  rather  more  of 
the  front  of  the  os  calcis  Avas  removed  as  the  plantar  flap  had 
been  cut  a  little  too  short. 

When  the  dressings  were  removed  the  central  portion  of 
the  anterior  flap  was  found  to  be  gangrenous,  and  was  cut 
away.     Some  blood-clot  had  collected  underneath  the  flap. 

The  tourniquet  in  this  case  was  not  removed  until  after 
the  wound  had  been  closed  and  firm  pressure  applied  with 
dressing  and  bandage. 

As  there  is  a  certain  amount  of  slack  under  the  anterior 
flap  this  is  probably  an  unwise  proceeding  in  these  cases. 
Subsequent  skin  gi-afting  produced  a  good  scar,  but  a  little 
depressed  in  the  centre,  and  not  free  as  in  the  first  case. 

The  patient  commenced  to  walk  on  a  peg  leg  five  weeks 
after  the  operation,  when  bony  union  was  firm,  and  the 
Avound  soundly  healed. 

He  began  to  walk  on  an  artificial  foot  seven  months  after 
the  operation. 


XLII. — A. case  of  Adolescent  Coxa  Vara  (Traumatic). 
By  C.  GoEDox  Watson,  F.E.C.S.  Exhibited  April 
2(3,  1907. 

A  BOY,  set.  16,  who  came  to  the  hospital,  j\iay  4,  1906, 
with  well-marked  unilateral  coxa  vara  three  months 
after  slipping  downstairs. 

The  accident  caused  little  inconvenience  at  the  time,  but 
gradually  since  then  the  symptoms  have  come  on — stiff^uess, 
lameness,  and  shortening. 

Skiagram  showed  separation  of  head  of  femur. 

April,  1907. — Skiagram  now  shows  transition  from 
"separation  of  epiphysis"  to  "typical  coxa  vara  deformity," 

Skiagrams  and  notes  shown  with  patient. 
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XLIII. — A  Case  of  Encephalitis  chieflij  affecting  the 
Micl-Bmin.  B}^  Reginald  Miller,  M.B.  E,vhibited 
April  26,  1907. 

CHILD  (male),  set.  3  yeavs,  under  the  care  of  Dr.  Colman, 
at  the  Hospitfil  for  Sick  Childreu,  Great  Ormond  Street. 
In  October  last;  child  was  suddenly  taken  ill  with  a  convul- 
sion, in  which  the  left  side  of  the  face  was  drawn  up,  and 
this  was  followed  by  three  weeks'  unconsciousness.  When 
seen  in  November  there  was  some  weakness  of  the  right  side 
of  the  face  aud  the  right  exterual  rectus  with  slight  lateral 
nystagmus.  More  marked  signs  were  inability  to  walk  or 
talk,  extreme  emotionalism,  some  rigidity  of  the  right  arm 
and  leg,  and  tremor  (about  5  per  second)  of  the  head  aud 
limbs,  which  showed  more  in  the  proximal  than  in  the 
peripheral  parts  of  the  limbs  and  was  absent  only  during 
sleep.  The  fundi  Avere  normal,  the  abdominal  reflexes  absent 
on  the  right  side  and  feeble  on  the  left,  the  knee-jerks  brisk 
and  about  equal,  and  the  plantar  responses  flexor.  The  facial 
and  ocular  signs  quickly  cleared  up  and  the  tremor  became 
of  the  "intention"  type;  the  abdominal  reflexes  became 
normal,  but  the  rigidity  of  the  right  side  remains.  He  is 
still  emotional,  nervous,  and  greedy,  although  much  itnproved  ; 
he  has  regained  the  power  to  walk,  but  cannot  yet  speak 
intelligibly.     Recovery  has  been  slow  but  continuous. 


XLIV. — Lymphangioma  of  Tongue  in  a  Boy  ast.  Five 
Years.  '  By  W.  Gr.  Stone,  M.D.,  and  F.  Norman, 
M.D.     Exhibited  Ajjril  26,  1907. 

THE  right  side  of  the  tongue  was  severely  bitten  three 
years  ago.  Since  then  it  is  reported  that  there  has 
always  been  a  swelling  under  the  tongue  about  the  size  of  a 
hazel  nut,  with  a  smooth  surface,  and  of  the  same  colour  as 
the  rest  of  the  tongue.  On  April  19  he  fell,  and,  perhaps, 
bit  the  part,  which  bled,  and  has  since  discharged.  The 
present  state  of  the  swelling  was  observed  the  next  day,  and 
the  size  of  it  has  increased  since.     There  is  now  an  irregular 
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purple  swelling  ou  the  under  surface  of  the  right  half  of  the 
tongue  with  hardened  edges.  The  glands  in  the  submaxillary 
region  are  enlarged  on  the  right  side,  but  not  tender. 

The  anterior  portion  of  the  right  lialf  of  the  tongue  was 
excised  by  Mr.  W.  G.  Spencer  in  the  Westminster  Hospital, 
and  the  tip  of  the  remaining  half  brought  round  and  fixed  by 
sutures.  Good  movement  result.  The  swelling  of  the  glands 
subsided. 

Microscopic  examination  confirmed  the  diagnosis  of 
lymphangioma. 
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